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provision of specialized services in multiple
health care arenas such as palliative care,
ethics, ambulatory care, rehabilitation, and:
geriatric services,

The NASW Standards of Social Work Practice in
Health Care Settings are based on the consensus
of expert health care social workers from
across the sountry and are designed to
enhance social workers’ knowledge, skills,
values, and methods necessary to work
effectively with individuals, families (broadly
defined), health care providers, and the
community when practicing in health care
settings.

Social Work Guiding Principles

"The basic values of social work, from
promoting an individual’s right to self-
determination to having an attitude of
empathy for the individual, are the foundation
of social work practice. When confronting
dilemmas or needs in health care, social
workers can use the principle of client self-
determination in matters where clients or
their proxies are faced with such issues
(NASW, 2004).

Sacial workers have skills in cultural awareness
and cultural competence, in which social work
practice respectfully responds to, and affirms,
the worth and dignity of people of all cultures,
languages, classes, ethnic backgrounds,
abilities, religions, sexual orientation, and
other diverse features found in individuals
(NASW, 2001). Social workers look at the
person-in-environment, including all of the
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factors that influence the total health care
experience. Social workers practice at the
macro and micro level of health care and thus
have the ability to influence policy change
and development at local, state, and federal
levels and within systems of care. Social work
research in health care benefits not only
individuals and families, but also the very
existence, effectiveness, and validation of
the profession. These standards offer a
guide for social workers practicing in any
“health care sém’ng.

Definitions

Bioethics

Bioethics is the analysis and study of moral,
legal, social, and ethical considerations
involving the biological and medical sciences.
Many health care settings have organized
forums such as bioethics committees,
institutional review boards, or consultation
processes to address ethical dilemmas and
questions,

Biopsychosocial-spiritual Perspective

The biopsychosocial-spiritual perspective
recognizes that health care services must take
into account the physical or medical aspects
of ourselves (bio); the emotional or
psychological aspects (psycho); the
sociocultural, sociopolitical, and
socioeconomic issues in our lives (social); and
how people find meaning in their lives
(spiritual), This approach draws from the
strengths perspective of social work practice.
The strengths perspective recognizes an
individual’s strengths and abilities to cope

9
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with problems; and awareness and use of the
client’s strengths is part of the foundation of
social work theory and practice: The strengths
petspective is seen in social work practice
through our role of enhancing personal
strengths and resources, helping clients solve
both interpersonal and environmental
problems, and helping clients mobilize for
change. The strengths perspective helps
clients use their past successful choices and

 behaviors, skills, and insights to resolve or
“work through” a current crisis (Tomaszewski, -
E. P, 2004; Saleebey, 2003),

Case Management

Case management, sometimes used
interchangeably with care management, is the
collaborative process of assessment, planning,
and facilitation for options and services to
meet an individual’s complex needs. When
appropriate, this would include arranging,
coordinating, monitoring, evaluating, and

~ advocating on behalf of the client and/or his
or her family for the multiple services needed
from a variety of sacial service and health care
agencies, Case management addresses both the
individual client’s biopsychosocial-spiritual
status (micro level) as well as the state of the’
social systems in which the services operate
(macro level).

Client/Patient/Consumer

These terms refer to the person receiving care
and treatment from physicians and allied
health care personnel. Social workers generally
use the term client to identify the individual,
group, family, or community who seeks or is
provided with professional services. The client
is often seen as both the individual and the
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client system or those in the client’s
environment. The term consumer is also

used in settings that view the client as the
consumer, that is, one capable of deciding
what is best for her or himself and encourages
self-advocacy and self-judgment in negotiating
the social service and welfare system. The
term patient is more commonly used by social
workers employed in health care settings
(Barker, 2003).

Continuum of Care

- "The care continuum includes the specialized
-health, social work services, rehabilitative,
and home-based services that a seriously or
chronically ill or injured person might need.
This continuum addresses both the medical
care and the other services that promote the
patients’ well-being (Barker, 2003).

Continuity of Care

Continuity of care ensures the coordination
of care within an organization or across
different agencies or settings to reduce
duplicate services, to address gaps in existing
services, and to ensure consistent and
continuous services for the client as they
transition in care or are discharged.

Disabling Condition

A disabling condition is considered a
temporary or permanent reduction in a client’s
capacity or functioning based on the inability
to perform some activities that most others
can perform. A disabling condition can be
congenital, can be the result of an accident or

* trauma, or more frequently is the result of
chronic illness (that is, diabetes, hypertension).
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Health Care Settings

Health care settings are practice areas in
which assessment, care, and treatment address
the physical, mental, emotional, and social
well-being of the person; and address
prevention, detection, and treatment of
physical and mental disorders with the goal
of enhancing the person’s biopsychosocial and
spiritual well-being, The health care sétﬁng
includes personne] who provide the necessary
services (for example, physicians, social
workers, nurses, hospital attendants);
appropriate service delivery facilities (for
example, hospitals, hospice, assisted living,
medical centers, and outpatient clinics); and
educational and environmental facilities that
work to help prevent disease (Barker, 2003).

Health Planning

Health planning is conducted in government
organizations, medical and research
organizations, and educational institutions
and in prevention, early intervention,
treatment, and follow-up. Planning should
involve determining and ensuring the number
of necessary health care personnel presently
and in the future, and how to both finance
and control costs. It includes where to locate
facilities, how to provide the most effective
means of service delivety, and how to provide
services in-a cost effective manner (Barker,
2003; NASW, 1987). '

Managed Care

Managed care is a process designed to manage
health care costs primarily through the private
sector, although Medicaid’s or Medicare’s
capitated systems are a form of managed care.
It is a technique used by insurance carriers
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and characterized by preauthorization to
qualify the patient for particular services;
preauthorization for a given amount of care;
review of treatment and patient response(s);
utilization review; predischarge planning to
ensure the patient is ready to be released
(having received the care required) and has
an aftercare plan. Managed care plans include
preferred provider organizations (PPOs),
health maintenance organizations (HMOs),
or 2 combined version through a point-of-
service (POS) plan.

Medicaid
Medicaid is a government-funded health
insurance ;ﬁrogram that provides payment for
hospital, nursing home, home care, dental, and
-medical services to people who meet disability
guidelines and income eligibility requirements.
‘The Medicaid program is a shared federal/
state/county program and although there are
certain federal standards, states have a.choice
of benefits which they can choose to cover or
not. Medicaid, administered by the Centers
~ for Medicare and Medicaid Services (CMS), is
the largest source of funding for medical and
health-related services for people with a
"limited income (Centers for Medicare and
Medicaid Services, 2004b).

Medicare

Medicare is a national health care program,
administered by CMS, for most people age
65 and older, people with a variety of
disabilities who are under age 65, and people
with end-stage renal disease (ESRD), which is
permanent kidney failure requiring dialysis or
a kidney transplant (CMS, 2004a). Medicare
is funded through a combination of

13
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employer-employee contributions (as part of
the person’s Social Security), from earmarked
taxes, and general federal revenues. Since
Medicare is a federal program, benefits are
the same in all 50 states.

Public Health Model

"The Public Health Model of services focuses
on the health of the individual, the family, and
the larger community or general public and is
‘administered by federal, state, and local
agencies. The goal of programs, policies, and
health care personnel is to prevent and treat
disease, identify and eliminate environmental
hazards, prolong life, and promote better
health (Barker, 2003; NASW, 1987).

Standards for Social Work Practice
in Health Care Seitings

Standard 1. Ethics and Values 4

. Social workers shall have knowledge of and
practice according to the guidelines
established by the NASW Code of Ethics
(NASW, 1999).

Interpretation

‘The primary mission of the social work
profession is to enhance human well-being and
help meet the basic human needs of all people,
with particular attention to the needs of
people who are vulnerable, disenfranchised,
oppressed, and living in poverty. The mission
is rooted in a set of core values. These core
values, embraced by social workers throughout
the profession’s history, are the foundation of
social work’s unique purpose and perspective:
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B service

social justice .
w dignity and worth of the person

# importance of human relationships
W integrity

B competence

In 2 health care system increasingly driven by
technological advances, the ethical and moral
questions and dilemmas raised for clients,
families, and health care professionals are
numerous and complex. Health care settings
have designed a number of different systems to
ensure ethical behavior among health care
practitioners. Ethics committees are often used

- to provide “objective” reviews to health care

providers and clients and families, when there
is conflict between providers or providers,
clients, and families. Institutional review
boards are used to protect clients from the

- potential of experimentation in research

projects. Social work supervision and peer
consultation can also be used to discuss ethical
issues facing practitioners.

Standard 2. Health Disparities

Social workers practicing in local, state,
national, and international heaith care settings
require knowledge and skills to help them
recognize and address inequalities and
injustices directed toward clients,
organizations, and communities related to
access to care and provision of health services.

Interpretation .

Many social workers have historically
delivered services as part of community-based
organizations and public health programs to
address health disparities among those who

15
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are least likely to be able to gain access to
adequate care. Social workers have an ethical
obligation to address the health care needs of
. these groups and advocate for change to
ensure access to care, Training of health care
professionals to achieve a level of cultural
competence—an understanding of practice
patterns and attributes of diverse groups—is
an essential part of basic and continuing
education for all health care professionals,
including social workers (Gilbert, 2003).

Health is a matter of both economics and
social well-being. Both domestically and
internatidhally, health care social workers
strive to gain knowledge about health care:
behavior, expenditures, reforms, systems,
teams, insurance, health maintenance ‘
organizations, health protective behaviors,
and more. Social workers also help clients to
gain access to health care as they navigate
between and among complex service delivery
systems and entitlements.

Different entities shape public and global
policies in every country. Therefore, social
workers must keep abreast of policies to
competently help clients and to assess physical,
environmental, historical, situational, cultural,
and structural factors that affect health care
systems.

Accessibility to preventive, palliative, and
curative health care depends largely on the
client’s ability to pay, and often, people cannot
afford existing fees. In many nonprofit
community-based clinics, services are provided
on a “first come-first serve” basis {often with

a long wait or long lines) and are limited by

16
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a shortage of supplies and equipment.
Increasingly, private systems of care emerge
alongside public systems and other health
care providers to care for the uninsured or
underinsured who need health services, yet
prefer to care for those who can pay fee-for-
services. When these realities exist, social
workers shall act as brokers, advocates, and
mediators for clients.

Standard 3. Cultural Competence

Social workers shall develop and maintain an
understanding of the history, traditions, values,
~ and family systems of client groups as they
relate to health care and decision-making. In
compliance with the NASW Standards for
Cultural Competence in Social Work Practice
(NASW, 20b1),'—social workers shall have a
sensitivity to and awareness of the diversity
in cultural groups and integrate this
knowledge into their practice.

Interpretation

The importance of recognizing, respecting,

and understanding other cultures and related

health beliefs lays a foundation to build

therapeutic alliances with clients and families.

Social workers are responsible for self-

reflection regarding the impact of their own
cultural beliefs on their professional and

' personal life.

Social workers in health care shall approach
each client and family interaction from a
perspective of cultural respect and awareness.
"This implies reluctance to stereotype
individuals based on assumed group
similarities and seeks instead to ask individuals
what aspects of their cultural experience are

17
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meaningful in understanding a particular

health care need. Social workers recognize

that ethnic, éultural, spiritual, and religious
factors can have an impact on health care

choices and adherence to regimens of care. —

Appreciation of cultural influences is especially
important for clients at critical health
junctures, such as birth, diagnosis of a major
" illness, and facing the end of life. Social
workers have a responsibility to assist the
client and family system in observing
culturally meaningful practices whenever
possible. When delivering culturally
competent services, social workers should be
guided by the NASW Standards for Cultural
Competence in Social Work Practice NASW,
2001).

Standard 4. Confidentiality

Health care social workers shall maintain
appropriate safeguards for the privacy and
confidentiality of client information.

Interpretation .

Sacial workers must be familiar and comply
with local, state, and federal mandates related
to confidentiality. Professional judgment in
the use of confidential information shall be
based on best practice, ethical, and legal
considerations (including the federal Health
Insurance Portability and Accountability Act
[HIPPA] regulations). Clients, families, and
other professionals should be informed of the
confidentality limitations and requirements
before services are initiated and in all phases
of the health care experience.

18
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Standard 5. Knowledge

Social workers in health care settings shall
demonstrate a working knowledge of current
theory and practice and integrate such
information into practice.

Interpretation

The sacial worker uses knowledge about, and
psychosocial implications of, illness, injury,
and health conditions to provide social work
services to clients and families to help them
manage and cope with the impact of such
health matters. Social workers have expertise
in communication; navigating systems of care,
resources, client and family coping skills; and
the comprehensive impact of health conditions
on the client. With the person-in-environment
perspective, social workers look at all of the
influences and éspec_ts of a persons life to
complete a thorough assessment and treatment
plan with the client, family, and other health
care professionals.

Essentiai areas of knowledge and
understanding about health care include:

@ the roles and functions of social work in
health care

@ the biopsychosocial needs of clients and
families - ‘

@ the physiological elements of illness and
their impact on psychosocial functioning

& the psychological and spiritual needs of
clients and families and how to ensure that
they can be addressed

B community resources to assist clients and
families

B the disparities across cultures and economic
groups in gaining access to and funding for
health care
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m ethical and legal questions and dilemmas

& laws, regulations, and policies affecting.
clients, families, and social work practice

@ the accreditation and regulatory standards
governing settings providing health care

evidence-based practices and social work
research in health care

B the needs of special populations.

Standard 6. Assessment

-Social workers shall provide ongoing
assessment, including gathering ]
comprehensive information to use in
developing interventions and treatment
strategies.

interpretation

Assessment is a fundamental process of social
work practice. Treatment and intervention
strategies/plans require that social workers
both assess and reassess client needs and
modify plans accordingly. Social work
assessments in health care settings include
considering relevant biomedical, psychosocial,
and spiritual factors and the needs of the
individual client and the family (as defined by
the client) (NASW, 2004).

A comprehensive, culturally competent
assessment includes: _

® past and current health status including
genetic history of family health

B the impact of health conditions or
treatments on cognitive, emotional, social, -
sexual, psychological, or physical
funcdoning

® the impact on body image, intimacy, and
sexuality

20
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® social history, including current living
arrangement and household environment

® work, school, or vocational history

m stage in the life cycle and related and
relevant developmental issues

# cultural values and beliefs, including views
on illness, disability, and death

& family structure and the client’s role within
the family

8 social supports, including formal and
informal support systems :

m behavioral and mental health status and
current level of functioning, including
history, suicide risk, and coping styles

® financial resources, including access to and
type of health insurance.

Comprehensive assessments shall address
unique needs relevant to special populations,
including children, people with severe and
persistent mental illness, immigrants and
refugees, people with substance use disorders,
victims of violence or trauma, homeless
people, and people with physical or psychiatric
disabilities.

Standard 7. Intervention and Treatment
Planning ‘

Social workers implement intervention and
treatment plans that promote client well-being
and ensure a continuum of care. Planning

shall be based on a comprehensive, culturally
competent assessment with interdisciplinary
input.

Interpretation

Intervention and treatment plans are steps

. identified by the health social worker, in
collaboration with the client and with other

pal
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members of the team, to achieve objectives
identified during assessment. Social workers
shall be able to adapt practice techniques to
best meet client needs within their health care
setting to work effectively with individuals
across the life-span, with different ethnicities,
cultures, religions, socioeconomic and
educational backgrounds, and across the range
of mental health and disability conditions
(NASW, 2004).

Intervention or treatment plans may include:

® strategies to address needs identified in
the assessment

& information, referral, and edueation

@ individual, family, or group counseling

@ vocational, educational, and supportive
counseling '

psychoeducational support groups

# financial counseling

B case management

@ discharge planning

@ interdisciplinary care planning and
.collaboration A

& client and systems advocacy

B goals and objectives.

Standard 8. Case Management

Social work case management shall optimize
client functioning. Case management
facilitates collaboration among providers to
address the client’s biomedical and
psychosocial needs to better provide efficient,
appropriate, and beneficial health care services
to a dlient with (often) multiple needs.

22
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Interpretation

Social work case management requires the
professional social worker to develop and
maintain a therapeutic relationship with the
client, which includes linking the client with
resources that provide a range of services,
resourcés, and opportunities to enhance
successful quality outcomes for the client.
Culturally competent case management is
both micro and macro in nature and requires
interdisciplinary care planning and
collaboration with other professionals to
maintain a team-oriented approacli. Case
management may include having regular
meetings with the client and family and
assisting the client to navigate systems.

The scope of services would include the
following:

@ psychosocial assessment, including
diagnoses, interventions, and treatment
plans

financial assessment, planning, and
intervention

case facilitation

® patient and family counseling

B crisis intervention

® quality improvement _
- B resource brokering/referral/development

@ continuity of care planning
B system integration

B outcome/practice evaluation
& teamwork/collaboration

8 patient/family education
patient/family advocacy

23
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Standard 9. Empowerment and Advocacy
Social workers have a responsibility to
advocate for the needs and interests of clients
and client systems in health care, including
advocating for larger system change to
improve access to care and improved delivery
of services.

Interpretation

Social workers have a special responsibility to
advocate for the needs of the disenfranchised
or the most vulnerable of the population at
both the micro and macro levels. Social
workers will identify barriers to services and
actively seek to resolve them. The

~ responsibility to advocate for quality
improvement also implies a responsibility
for health sacial workers to act as advocates
to expand the role of the profession, develop
leadership programs, and mentor new

professionals.

Standard 10. Client and Community Education
Social workers act as educators for clients,
families, the community, and other 4
professionals vregarding disease prevention,
impact of iliness and disease progression,
advocacy for benefits, health maintenance,
and adherence to treatment regimens.

Interpretation
.Social workers have a formal role as educators.
Social workers gain knowledge and expertise /
- in the health practice setting from other
professionals and from formal education,
work, or teaching experience. They have the
. knowledge and skill to implement the
principles of learning theories in education
programs, activities, and resources. They

24
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communicate and collaborate with
departments and other staff to foster client
education. They serve with other members of
the health care team for program and resource
development, planning, implementation, and

evaluation.

Social workers use a variety of methods to
define and identify learning needs of
individuals and families. Assessment identifies
the educational needs based on the expressed
needs of individuals, family members, and
significant others. The social worker identifies
deficiencies in the knowledge base of the client
j and works with the client to obtain the needed
information and resources. Social workers
collaborate with the health care team to design
educational activities to meet the client’s
- needs, to deliver the activities in a method
that facilitates the learning needed, and to
evaluate the process in an integral, ongoing,

and systematic manner.

Standard 11. Teamwork and Collaboration
Social workers shall participate in care teams, \
and collaborate with other professionals,
volunteers, and groups in and outside of their
practice setting to enhance all aspects of the
client and family system’s care.

Interpretation

Social workers participate in multiple care

teams, which are typically interdisciplinary.
"Fhese teams often provide comprehensive
care and information in a client’s home, in

" outpatient or inpatient health, and mental

heaith care settings.
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As part of such teams and collaborations,
social workers shall demonstrate the ability to:
)

m understand the mission and fanctions of the
service organization or group for which the
social worker is employed

® understand the role of other relevant
professions and organizations

m communicate and cooperate appropriately
with other disciplines and agencies

| ensure that the social work role and
responsibilities are clearly delineated and
communicated to other members of the
team '

@ ensure that the roles and responsibilities of

_ each collaborating organization are clearly
delineé'ged and communicated

m advocate for changes in care that reflect the
interests of the client and client system

® communicate the client’s information in a
respectful and objective manner and protect
the client’s confidentiality and privacy

® share Jeadership and decision-making
functions

Standard 12. Workload

Health care social workers shall maintain a
workload that allows for efficient and quality
social work service delivery. The size of the
social work staff shall represent the scope and
the complexity of the organization and the
nature and numbers of the populations served.

Interpretation

Both the health care organization or setting
and the social work leader and staff have joint
responsibility for establishing and maintaining
a workload that allows for adequate and
appropriate interventions and monitoring of

26
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services and outcomes. A workload consists of -
any social work function performed for the

* purpose of the social work position, including
direct practice, administration, policy, -
research, or education. The workload also
reflects the demands of the population served
and may include social work coverage outside
of regular office hours. It is the joint
responsibility of the organization and the
social worker to resolve issues of workload

concerns.,

Standard 13. Documentation

Social workers shall maintain records or
documentation of social work services, which
reflect the client and client systems’ pertinent
information for assessment and treatment;
social work involvement and outcomes with
.and for clients; and in accordance with care
goals and legislative and administrative
regulations and policies.

* Interpretation .

The importance of clear, concise, and
organized documentation reflects the hallmark
of quality social work services and often serves
as the mode of communication between a
social worker and other professionals and
clients. There are core elements that need to
be included and responsibilities to follow in
record keeping. The elements and
responsibilities of thorough and j
comprehensive documentation include the
following:

8 comprehensive assessment and services
delivered to the client and client systems,
including the development of a plan of care

27

320



B ongoing assessments, interventions, and
treatment planning

M goals and planning that reflect an explicit
statement of agreement with client, client -
systems, and team input '

@ referral sources and collaborations

M dates, times, and descriptions of client and
client system contacts

® documentation of outcomes

® reason for case closure or transfer

B written permission to release and obtain
information, where appropriate

8 documentation of compliance with
confidentiality rights and responsibilities

B documentation of receipts and

disbursements

‘Standard 14. Research

Health care social workers shall understand
research planning, methodology, evidence-
based outcomes, and program evaluation.

Interpretation
Social workers have a responsibility to be

" familiar with the literature crucial to their area
of prictice. As professionals, social workers in
all settings have a mandate to improve the
knowledge of the field, and this can best be
accomplished through participation in
research activities.

Venues where health care social warkers
might help to develop, implement, or evaluate
research include inpatient and outpatient
hospital-based settings, community or home
health Vagencies, and federally funded clinical
trial research networks. Rich data sources that
permit opportunities for quantitative and
 qualitative research exist within these entities.
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Clinical trials (methodological assessments of
the safety and ’efﬁcacy of new treatments or

- new methods for administering existing
treatments) help answer scientific questions
and greatly depend on study participants’
committed participation. Social workers may
help physicians, nurses, pharmacists, and
others recruit individuals and encourage study
participation and adherence to medication
regimens; they can also help clients manage
problems that may hinder adherence and
retention, such as challenging life
circumstances and demands from family
members,

Standard 15, Performance improvement
Health care social workers shall be a part of
ongoing, formal evaluation of their practice to
assess quality and appropriateness of services,
to improve practice, and to ensure
competence.

Interpretation

Social workers are trained to facilitate
improvements that alter the processes in which
-health care is delivered. They are ethically
charged to promote process improvements
that will enhance patient or consumer safety,
satisfaction, efficient and effective care, and
identify and promote best practices and
equitable care on a multidisciplinary basis.

The evaluation of social work practice is a
vital part of social work service delivery. The
methods to evalnate such practice include peer
review, self-evaluation, supervision, and other
research methods. Increasingly, social work
outcomes from evaluations are used for
position justification, performance review,

29
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social work standards for practice, goal setting,
and research efforts. Evaluation practices may

include the following:

® using appropriate tools such as clinical
indicators, practice guidelines, constmer -
satisfaction surveys and measures, and
standardized performance assessments

B assessing both outcome and process
objectives

@ involving the client and client system znd
colleagues in the evaluation process

protecting the privacy of the client and
client system and other professionals

@ dissemninating evaluative data to clients,
payers, and other professionals on request
and adhering to privacy rights

M using external practice evaluators as
appropriate X

@ participating in social work research.

Standard 16. Access to Information and
Technology ‘ ’

Health care social workers shall-have access to
computer technology and the Internet, as the
need to communicate ellectron'ically and to
seek information on the Web for purposes of
education, networking, and resources is
essential for efficient and productive practice.

Interpretation

Health care professionals, including social
workers, communicate, learn, educate, and
document using computer technology on a
daily basis. Social workers need initial and
ongoing trairiing‘ in technology applications
relevant to their practice, including clinical
care, research, policy, education, resource

finding, and administration. Social workers
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‘shall continue to follow guidelines for privacy
with regard to confidential information of the
client, family, or health care providers.

Standards'fqr Professional Development,
Edumimn,_andJ.eadersthﬁwm____

Standard 17. Qualifications

Health care social workers shall meet the
provisions set for practice by NASW,

A sufficient number of qualified social work
personnel shall be on staff to plan, provide,
and evaluate social work services.

Interpretation .

. Health care social workers shall have a social
work degree from a school accredited by the
Council on Social Work Education (CSWE).
As a distinct specialty within the social work
profession, health care social work requires
specialized knowledge as outlined in these
Standards. The social worker should receive
this knowledge and skill set from involvement
or internship in a health care setting,
preferably under social work supervision,

Social workers functioning in leadership roles,
such as managers or directors, should be
licensed at the advanced practice level and able
to provide supervision for licensure. Their
“experience shall show evidence of advanced
practice skills and judgment demonstrating
progressively more professional competence
and supervisory and management skills.

Standard 18. Continuing Education
Health care social workers shall assume
responsibility for their own continued

3
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professional development in accordance
with the NASW Standards for Continuing
Professional Education (NASW, 2002) and
state requirements.

Interpretation
Social workers shall remain knowledgeable
about medical diagnoses and advancements,
and the psychosocial implications of illness,
injury, disability, and treatment. To accomplish
this goal, social workers shall continually seek
to impfove their practice through education
and training, and to share this knowledge
with other colleagues. Opportunities for
 professional education are available through
health care organizations; NASW Web
courses and chapters; participation and
contribution to professional confererices,
training events, and other activities; ongoing
psychosocial research; current practice models;
and professional publications.

Social workers shall assist in identifying health
care and psychosocial topics for professional
development by participating in research; by
encouraging organizations and institutions to
collaborate, advocate, and provide appropriate
education for the field; and from clinical

practice.

Standard 19. Supervision

A social work leader or supervisor shall be
available to supervise health care social work
staff on their responsibilities in practice,
research, policy, orientation, and education.

Interpretation
‘The purpose of supervision is to enhance the
clinical social worker’s professional skills and
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knowledge, to enhance competence in
providing quality patient care. Supervision aids
in professional growth and development and
improves clinical ontcomes. Experienced social
workers shall offer guidance and consultation
to students, interns, and less experienced |
peers. Consultation and guidance are separate
from supervision, and may be offered in
mentoring opportunities,

- Standard 20. Leadership
Social workers across all health care settings
have a responsibility to provide leadership to
ensure access to care and to improve and
maintain the quality of care provided by an
agency or institution. Leadership skills can be
demonstrated in teams and groups across
health care settings, and include mentoring
others within and outside the social work
profession.

Interpretation

Social work leaders typically demonstrate
knowledge, skills, and abilities in the
following areas:

i management/administration, which includes
supervision, consultation, negotiation and
monitoring /

B specialized knowledge of how to function

~within care teams in which various
disciplines are involved

® research and education

@ legal, ethical, and professional standards
applicable to health social work practice
including standards of documentation
(paper and computer) and quality
improvement activities
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ability to prioritize needs for social work
“services and to recommend adjustments to
staffing levels accordingly based on current
literature and industry standards

& social work qualifications, productivity, and
continuing education

@ policies and regulations that affect social
work practice, and patient and family care

& information on access to health care for the
underserved and marginaiized populations

B consultation to social workers and allied
health professionals on relative health social
work practice issues

B development of and adherence to
organizational policies, procedures, and
regulations by staff.

Free information on the Standards is located on
the NASW Web site: www.socialworkers.org.

Purchase full document from NASW Press at
1.800.227.3590.
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e

Monitoring the quality and appropriateness of psychosocial and social work services In
acute care medical hospitals is an area of increasing concem to the health care field.
Social workers and their supervisors desire specific measures of service delivery and
patient care outcome to monitor quality and to position the profession strategically as
the health care system evolves. Institutions and insurers call for quality services to
avoid expensive delays in discharge and to prevent the need for readmissions.
Accrediting organizations seek consistency in data collection, analysis, and comparison
across institutions.

In response to these concems, the National Association of Social Workers’
Commission on Health and Mental Health, in conjunction with the Society of Hospital
Social Work Directors of the American Hospital Association, has established clinical
indicators to be used in the systematic monitoring of the quality and appropriateness of
patient care. Indicator development is an ongoing process that encompasses testing,
improvement, and innovation. These indicators serve as broad guidelines to allow for
the varied needs of diverse institutions while encouraging more uniformity in social -
work quality assurance. : w

Clinical indicators are not intended as direct measures of the quality of clinical
performance. They are best thought of as "flags” that, at a predetermined threshold,
"go up” and signal the need for problem analysis or peer review.

The following information is provided for each indicator:

1. Rationale: an explanation of the logical connection between the "flag,” social
work functions, arid an important dimension of quality

2. Operational definition: a definition of the indicator that allows for reliable
measurement across practice settings

~ 3. Threshold: the predetermined point at which the "flaggoes up,” precipitating
closer scrutiny and evaluation :

4. Data elements: the specific information needed to measure the indicator

S. Other influencing factors: factors beyond the control of the individual
practitioner that influence the provision of care

Clinical Indicators for Social Work and Psychosocial Services in the Acute Care
Medical Hospital were developed by a panel of recognized expert practitioners from a
variety of related seftings and faciiities and reviewed by practitioners in the field.
NASW's Commission on Health and Mental Health and the Board of Directors of the
Society of Hospital Social Work Directors formally accepted the indicators in June
1990. : :

Scope of Practice for Social Work and
Psychosocial Services

Mission

Social work services are provided to patients and their families to meet their medically
related social and emotional needs as they impinge on their medical condition,
treatment, recovery, and safe transition from one care environment to another.

http://www.naswdc.org/pracﬂcelstandards/acute_care_med_hospltal.asp Page 2 of 8
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Patients Served

e

Depending on individual circumstances and need, social work services are available to

- all patients and their families. Groups at high psychosocial risk include frail elderly
patients, chronically ill people, children and adults with handicapping conditions, victims
of maltreatment, and critically ill patients. Social workers serve patients who are
insured, uninsured, and underinsured.

Major Functions and Services Provided

e Psychosocial assessment

. High social risk case finding and screening

° lnfoﬁnaﬁon and referral Preadmission plénning
e Discharge planning Psychosocial counseling

Q Financial counseling

° Héalth educaﬁon )

o Postdischarge follow-up

e Consultation '

e Outpatient continuity of care

e Patient and family conferences

e Case managémem

e Self-help and emoﬁonal support groups for patients and families

e Patient and family advocacy

Major Categories of Problems Addressed

e Problems related to care and activities of daily living
e Environmental problems '

e Patient and family adverse reactions or dysfunctional adjusfment to iliness and
changes in functional status

e Problems related to physical, sexual, and emotional maltreatment
e Relationship problems

o Problems of behavior and cognition and mental disorders, including substance
abuse '

o Vocational and educational problems

e legal problems

http://www.naswdc.org/ practice/standards/acute_care_med_hospital.asp l Page 3 of 8
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Providers

i Social work sérvices are performed by qualified social workers and others under the
supervision or direction of the social work department.

- Recommended Core Clinical Indicators for
Social Work and Psychosocial Services in the
Acute Cage Medical Hospital

Appropriateness of Care Indicators

Indicator1 .

Important aspect of care. Case finding.

Rationale. Patients who need social work intervention must receive it for overall care to
be considered appropriate. The percentage of inpatients needing social work in a
hospital should remain similar over time unless there is a change in case mix, scope of
services, or the surrounding environment. Thus, major shifts in the percentage of
discharges receiving social work services may be a sign that the case finding
mechanisms are not proper and that care may not be appropriate.

Operational definition. Rate of social work discharges to total discharges.
Threshold. Needs empirical determination.

Data elements. The number of cases discharged from the hospital by social work in
one month divided by the total number of cases discharged by the hospital in that
month.

Other influencing factors. Scope of service, case ‘mix (social complexity), hospital type.

indicator 2

Important aspect of care. Discharge planning.

Rationale. One aspect of appropriateness is that the amount of care received is not
excessive. Excessive care results when discharge is delayed and patients remain at
higher levels of care than are medically necessary.

Operational definition. The percentage of patients designated as below acute level of
care by utilization review (UR).

Threshold. Needs empirical determination.

Data elements. Number of patients staying beyond UR acute level of care divided by
the number of discharges in one month. ‘

Other influencing factors. Patient recertified.

http:/ fwww.naswdc.org/ practice/standards/acute_care_med_hospital.asp ‘ ) : Page 4 of 8
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Quality of Care Indicators (Process)

indicator 3

Important aspect of care. Discharge planning.

Rationale. The standard of practice is that social workers must involve patients and
their families in making their own decisions about posthospital care. Involvement must.
include, at a minimum, discussion of patient and family preferences.

Operational definition. Patient and family preferences are recorded in the social work
discharge plan.

Threshold. 95 percent.

Data elements. The number of cases with patient and family preferences recorded in
social work discharge plan divided by the number. of social work discharges with social
work discharge plan.

Other inﬂuencing factors. Incompetent patient, no family members available.
Indicator 4

Important aspect of care. All.

Rationale. Patients and families need sufficient time to make decisions and adapt to
iliness, and shortened lengths of hospital stay limit the availability of time. Therefore,

. the standard of practice is that most patients in need of social work services must

receive their initial service early in their hospital stay.

Operational definition. The percentage of patients receiving their first social work
service in the first quartile of their length of stay (in most cases, in the first 48 hours).

Threshold. Needs empirical determination.

Data elements. Date of admission, date of discharge, date of first social work contact
after admission.

Other influencing factors. Patient stay is less than three days.

Indicator 5§

Important aspect of care. Coordination of discharge planning.

Rationale. Social workers are responsible for coordination of patients’ discharge plans,

especially when posthospital care is required. When discharge of a patient receiving
social work services occurs without the social worker's knowledge, this may indicate
poor quality of the coordination process.

Operational definition. Social work patients discharged without social worker's
knowledge.

http:/ /www.naswdc.org/ practice /standards/acute_care_med_hospital.asp
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Threshold. 0 percent. -

Data elements. Number of social work patients discharged without social worker's
knowledge divided by the number of social work discharges.

Other influencing factors. Service is information and referral only, consuitation only, or
psychosocial assessment only.

Quality of Care Indicator (Outcome)

Indicator 6

Important aspect of care. All.

Rationale. Social workers are responsible for ensuring that patients receive the
immediate posthospital care they need and adapt to the posthospital setting.
Readmission of too many patients due to social complications suggests either that they
did not receive social work services or that these services were inadequate.

Operational definition. Percentage of discharges readmitted within 15 days with social
complications or problems with posthospital care.

Threshold. Needs empirical determination.

Data elements. Number of patients readmitted with social complications divided by the
number of hospital discharges.

Other influencing factors. Complications occurring after the primary discharge, case
mix.

Recommended Additional Indicators

These indicators are highly desirable for use and provide direction for future quality
assurance efforts. It is recognized that barriers in some hospitals may preclude their
immediate Implementation.

Quality of Care indicator (Process)

Indicator 1

Important aspect of care. Discharge planning and follow-up.

Rationale. Patients who are at high risk for developing problems with postdischarge
- care should receive a follow-up assessment after discharge to determine whether the
aftercare plan is being impiemented as planned.

Operational definition. Percentage of discharged patients who received social work
discharge planning who receive postdischarge follow-up within seven days.

Threshold. 95 percent.

http:/ /www.naswdc.org/ practice/standards/acute_care_med_hospital.asp Page 6 of 8
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+ Data elements. Number of discharged patients receiving social work postdischarge
follow-up within seven days divided by the number of discharged patients receiving
social work discharge planning.

Other influencing factors. Patient dies, case mix (social compléxity).
Quality of Care Indicator {Outcome)
Indicator 2

Important aspect of care. All.

Rationale. The intent of social work intervention is to improve or resolve patients’
psychosocial problems related to their medical care. Problem improvement or
resolution is an indicator of whether the intervention has achieved its goal.

Operational definition. Percentage of planned results not achieved specific to each
problem.

#

Threshold. Needs empirical determination.

Data elements. Number of social work patients discharged from hospital in one month
having problem X with "not resolved" as outcome divided by the number of social work
patients discharged from hespital in that month having problem X. This indicator
requires a well-defined problem list and reliabie categories for problem resolution.

Other influencing factors. Patient dies, case mix (social complexity).

Clinical Indicators Medical Hospital! Work Group

o Barbara Berkman, DSW, Boston, Massachusetts
e Claudia Coulton, PhD, ACSW, Cleveland, Ohio
e Susan Haikalis, MSW, San Francisco, California
e Karen Kaplan, PhD, ACSW, Silver Spring, Maryland
e Shirley M. Keller, ACSWI LISW, Akron, Ohio
. o Helen Rehr, DSW, New York, New York
» Peggy A. Weil, ACSW, MPA, Silver Spring, Maryland
e Betsy Vourlekis, PhD, Catonsville, Maryland

NASW Commission on Health and Mental Health

e Allyson Ashley, ACSW, Springfield, Missouri
e Marvin A. Johnson, MSW, Palatine, lllinois

e Gracie Mebane Vines, MSSW, ACSW, Greenville, North Carolina
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CAROLINAS HEALTHCARE SYSTEM

Category:  Patient Rights

Policy: Abuse
Number: PR 110.03 ‘ A
Dai¢ of Issue: 08/91 Reviewed / Revised: 05/11

JUVENILES SUSPECTED OF BEING ABUSED OR NEGLECTED

SUMMARY STATEMENT
“This policy statement relates to the issue of awareness, detections and management of children at

risk for abuse or neglect in the inpatient, physician office, and urgent care settings. It provides -
. guidance on the procedure that should be followed in cases of suspected abuse or neglect. '

DEFINITIONS

A, Juvenile

Any person under 18 years of age who is not emancipated by marriage or court order, or a
member of the armed forces. '

B. Abused Juvenile

1. A juvenile whose parent, guardian, custodian or caretaker

a. inflicts or allows to be inflicted serious physical injury, which causes ot creates a

substantial risk of injury, death, disfigurement, impairment of physical health or Joss
or impairment of a function of any bodily organ; '

b. uses or atlows to be used upon the juvenile cruel or grossly inappropriate procedures
or cruel or grossly inappropriate devices to modify behavior;

c. creates or allows serious emotional damage;
d. commits or permits illegal sexual activity with or by the juvenile; or

e. encourages or approves the juvenile's commission of delinquent acts.

C. Neglected Juvenile

1. A juvenile who:
a, isreceiving improper care, supervision, or discipline;
b. has been abandoned; ( See abandoned infam/cbi[d policy)

¢. is not provided necessary medical or remedial care;
52731528
Rainey-Carduff v. Carolinas Med. Gtr.
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d. lives in an injurious environment or has been placed illegally in care or for adoption.

2. .A special needs infant who:

a. is being denied appropriate nutition, hydration, or medication; or

b. has medically indicated treatment withheld unless, in the treating physician's
judgement, one of:sevgral conditions is met.

It is relevant to consider whether the juvenile lives in a home where another juvenile has died
as a result of abuse or neglect or in & home where another juvenile has been subjected to
physical abuse by an adult who regularly lives in the home.

D. Dependent Juvenile

1.

A juvenile who:
a. is in need of assistance or placement because there is no parent, guardian or custodian
responsible for the juvenile's care or supervision; or

b. hasa parent, guardian, or cusiodian, due to physical or mental incapacity and in the
absence of an appropriate alternative child care arrangement, who is unable to

provide for care or supervision.

E. Caretaker

1.

Any person other than a parent, guardian or custodian, of aoult member of the juvenile's
has care.of & juvenile, including any blood relative, stepparent, foster parent,

o 0 !

2,

or house parent, cottage parent, or other peson supervising a juvenile in a residential
child care facility; or

Any adult person with the approval of the care provider in a day care facility.

PROCEDURE

A

30
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Clinical team identifies child in whom abuse or neglect is suspected and initiates
suspected child maltreatment inpatient order set followed by discharge order set if

applicable.

Consult CHS Clinical Care Management Social Worker to aid in the assessment process,

CPN/Urgent Cares: page 704-355-4088 pager 1436. .

CHS Hospitals: utilize your hospital MSWs during regular business hours (8:00am -
4:30pm) and page 704-355-4088 pager 1436 for after hour concerns. Refer to NC Statute
90-21.20 (b) for indications for law enforcement involvement (Attachment A).

Complete CHS Suspected Child Abuse and Neglect (SCAN) form available on Care
5273/1528

Ralney-Carduff v. Carolinas Mad. Ct.,
002637
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342



Line. Use SCAN admission and discharge order forms for admission to LCH.

4, Document all positive exam findings on SCAN form including completion of diagrams.
If evidentiary photography is requested by outside agency they are responsible for
securing stich photogeaphy and maintaining chain of custody. Contact SCAN on call
team or Child Maltreatment Coordinator for assistance with photography documentation
needed for child’s medical management. B

5. All cases of suspected abuse or neglect shiould be reported to the Department of Social
Services (DSS) in the County where the child resides. The call to DSS may be inifiated
by the staff member identifying the abuse/neglect, the medical social worker or any other

* meniber of the healthcare team involved in the case. Have readily available as much.of:
the following information as possible: '

the facts of the case _
the child’s and parents’ home address, telephone numbers, dates of birth and socia

. security numbers :
e siblings names, ages and whereabouts

6. If the patent, guardian, custodian or caretakey refuses to authorize necessary medical
treatment for the juvenile, refer to administrative policy PR 120.06 Consent for

. Treatment,

7. Consider consult 1o CMC Pediatrics (CHIPS Team; Children’s Hospital Inpatient
- Service) for assistance with medical management. For patients with evidence of acute,

nmlti=syste_m-injury-consuitGMC—'Prauma—Service.

8. Refer to Child Maltreatment Clinical Practice GUidelines 1o assisT witly redicat
management, (Attachment B, B1-3)

9. When medically cleared, do not discharge child until disposition has been
determined by medical social worker and DSS and the safety plan has been placed

on the chart in writing, if applicable.

B. When a physician determines that a juvenile should remain in the hospital for medical
reasons, or that it is unsafe for the juvenile to return to his or her parent, guardian,or
caretaker, the physician or administrator should first contact the director of the Department
of Social Services (or representative on-call) to determine if the Department of Social
Services will take emergency custody and authorize the hospital to retain physical custody of

the juvenile.

In the event the Department of Social Services is unwilling to take custody or cannot be
contacted, the local District Court has authorized the physician ot administrator to retain
physical custody of the juvenile whenever the physician determines that (1) the juvenile
should remain for medical treatment or (2) according to his or her medical evaluation, it is
unsafe for the juvenile to return to his parent, guardian, custodian, or caretaker. (See

Administrative Order, Attachment C)

52731528
Ralney-Carduff v. Carofinas Med. Clr.
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To retain physical custody under court order, the physician who examines the juvenile must
certify the applicable circumstances in writing on the Certification of Necessity for Retention
of Custody, Attachment D. A copy of the written certification must be provided 1o the
juvenile’s parent, guardian, custodian, or caretaker and the director of the Department of
Social Services. A copy of the completed certification must be placed in the juvenile's

medical record. :

The Administrative Order allows the hospital to keep physical custody of the juvenile for a.
period not to exceed twelve hours from the time and date of the written certification. Before
the twelve houts expire, either the Department of Social Services must have.assumed custody
or the Juvenile Court must issue an additional order petmitting continued custody beyond
twelve hours., S o : R : :

C. Any person making a report of suspected juvenile abuse, neglect, or dependency; or who
testifies in a later court proceeding resulting from a report, is immune from civil or criminal
liability so long as the person acted in good faith. '

D. Ifit is suspected the juvenile has been the victim of a crime but does not come under the
definition of “abused juvenile” or “neglected juvenile”, the juvenile's parent, guardian,
custodian, or caretaker.and/or law enforcement officials should be notified, If a juvenile
seeks freatment for.a sexually related asssult then reporting is based on the juvenile's
consent (NC Statue 90-21.5). See (Attachment E). .

E. Any questions concerning this procedure should be directed to the facility administrator or
_ the Carolinas HealthCare System office of Risk Management. X

REFERENCES

See Attachment A: Involvement of Law Enforcement (NC'Statute 90-21.20 (b)).‘
See Attachment B: Child Maltreatment Clinical Practice Guidelines ,
See Attachment C: Administrative Order Retention of Custody of Juvenile Suspected to be Abused

See Attachment D: Certification of Necessity for Retention of Custody S
See Attachment E: Situations in which minors may consent to treatment (NC Statute 90-21.5)

See Attachment F:  Child Abuse and Neglect Algorithm
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Attachment A
INVOLVEMENT OF LAW ENFORCEMENT

Article 1C
' Physicians and Hospital Reports

~ §90-21.20. Reporting by physicians and hospitals of wounds, injuries and illnesses,

‘(a) :

(b

Such cases of wounds, injuries of illnesses as are enumerated in subsection shall
.be reported as.soon as it becomes practicable before, during or after completion of

treatment of a person suffering such wounds, injuries, or illnesses. If such case is .
trested in & hospital, sanitarium or other medical institution or facility, such report

. shall be made by the Director, Administrator, or other person designated by the .

director or Administrator, of If such case is treated elsewhere, such report shall be
made by the physician or surgeon treating the case, to the chief of police or the
police authorities of the city or town of this State in which the hospital or other
institution, or place of treatment is located. If such hospital or other institution or
place of treatment is located outside the corporate limits of a city or town, then '
the report shall be made by the proper person in the manner st forth above the
sheriff of the respective county or to the one of his deputies.

Cases of wounds, injuries or illnesses which shall be reported by physicians, and
hospitals iniclude every case of a bullet wound, gunshot wound, powder burn or
any other injury arising from or caused by, or appearing to arise from or be

caus_e«d'li)tﬂfe—disz:hargevfa’gurror-ﬁ rearm;-every-case-of-iliness-apparently

caused by poisoning, every case of a wound or injury caused, or appatently

©)

(c1)

caused, by a knife or sharp or pointed instrument if it appears to the physician or
surgeon treating the case that a criminal act was involved, and every case of @
wound, injury or illness in which there is grave bodily harm or grave illness if it
appears to the physician or surgeon treating the case that the wound, injury, or
iliness resulted from a criminal act of violence. :

Each report made pursuant to-subsections (a) and (b) above shall state the name of
the wounded, i1l or injured person, if known, and the age, sex, race, residence or
present location, if known, and the character and extent of his injuries.

In addition to the reporting requirements of subsection (b) of this section, cases
involving recurrent illness or serious physical injury to any child under the age of 18
years where the ilIness or injury appears, in the physician's professional judgment, to
be the result of non-accidental trauma shall be reported by the physician as soon as it
becomes practicable before, during, or after completion of treatment. If the case is
treated in a hospital, sanitarium, or other medical institution or facility, the report
shall be made by the Director, Administrator, or other person designated by the
Director or Administrator of the medical institution or facility, or if the case is
treated elsewhere, the report shall be made by the physician or surgeon treating the
case to the chief of police or the police authorities of the city or town in this State in
which the hospital or othet institution or place of treatment is Jocated. If the hospital

52731528 Page S of 23
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or other institution or place of treatment is located outside the corporate limits of a
city or town, then the report shall be made by the proper person in the manner set
forth above to the sheriff of the respective county or to one of the sheriff's deputies.
This reporting requirement is in addition to the duty set forth in G.S. 7B-301 to
report child abuse, neglect, dependence, or the death of any juvenile as the result of
maltreatment to the director of the department of social services in the county where .
the juvenile resides or is found. ‘

(d) Any hospital, sanitarium, ot other like institution or Director, Administrator, or
other designated person, or physician or surgeon participating in good faith in the
making of & report pursuant o this section shall have immunity from any liability,
civil o criminal, that might otherwise be incurred or imposed as the result of the

_ making of such report. (1971, ¢4; 1977, c. 31;¢.843,82)

52731528
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_ Attachment B
CHILD MALTREATMENT CLINICAL PRACTICE GUIDELINES

Clinical Practicé Guidelines
CHS Inpatient Units and Emergency Department

Evaluation and Management of Suspected Child Abuse or Neglect

L CHILD PHYSICAL ABUSE
A.. Identiﬁchﬁon |

Injuries (bruises, burns, fractures; this list is not inclusive) that should be cbnsicier‘ed
suspicious for physical abuse:

1. Age 0-6 months: Any iﬁjury.
2.. Age 6 months ot older: ‘

a. Bruises, lacerations, or burns to protected, fleshy, or flexot surfaces— for
example, inner thighs, abdomen, neck, face (other than frontal prominence),
pinna, and genitalia.

o

Bruises, lacerations, or burns showing an object pattern—for example, belt loop, -
cigarette burn, and curling iron. A

c. Full thickne , — :
d, Fractures, especially metaphyseal fractures, complex or wide skull fractures, rib

fractures, sternal fractures, spinous process fractures or scapula fractures.
e. Significant head injury, especially subdural hematoma, retinal hemorrhage,

- subgaleal hematoma, avulsed hair, complex or wide skull fracture. Head injury
should be considered whenever a child presents with vomiting or altered '
consciousness; ot bloody spinal fluid is found on lumbar puncture, but an
infectious process cannot be readily diagnosed. '

£ Intraabdominal injury, especially rupture or hematoma of internal organ.

3. Age0-10years (orolder based on clinical evaluation): Positive urine or blood screen for
alcohol or drugs of abuse. Injuries that are not consistent with history.

B. Essential Aspects - Caretaker History

1. Does the patent/guardian or child give a logical explanation that is consistent with the
age, pattern, and severity of the injury? This should be assessed by clinician familiar
with normal pediatric development.

a. Consider developmental level of child. Is the child capable of the repoﬂed action?
For example—a 6-month-old cannot unbuckle a car seat. :

527311528
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b. Consider biomechanics of injury. For example--a fall from less than 4 feet rarely
causes a fracture and almost never causes intracranial hemorrhage; & child who
cannot crawl or walk shou]d not have & bruise, fracture, bumn, or laceration.

C. Evaluation & Treatment

"1, Referto CHS policy PR 110.03 for policies regarding reporting of Juveniles. ;
© - Suspected of Being Abused or Neglected. , ,
- 2 Complete physical examination

3. Complete SCAN form (available on.Care Line) and SCAN Admission Order Set.

4, Age0-2 years: Nos-accidental Trauma-(NAT) series should be considered in all
cases (not long bone series or “babygram™). Pediatric radiologist to do official

reading.

. 5. Age2-4 years; NAT series should be considered (not long bone series or
“babygram”). Pediatric radiofogist to do official reading.

6. Nuclear medicine bone scan (or repeat NAT series in 2 weeks) if index of suspicion
for skeletal injury remains high despite negative initial NAT series (for example-- in
cases of Abusive Head Trauma (formerly known as “Shaken Baby Syndrome™).

7. A screening pane] to rule-out bleeding disorder should be considered (refer to SCAN

~ Admission Order set).
a. CBC with platelets & peripheral smear
b. PT/PTT
¢. PFA-100 (platelet function assay) -~
d. Fibrinogen
e. Thrombin time .

8. Liver enzymes (AST/ALT), amylase, and lipase levels should be considered if
abdominal trauma is suspected or present.

9. CT scan of head if suspected acute intracranial injury or other injuries that indicate
need to assess for non-accidental injuries; consider MRI scan of head if subacute
(older than 5 to 7 days) or chronic intracranial injury afier 2-3 days and patient is

stable.

10. CT scan of abdomen if suspected blunt thoracoabdominal trauma or abdominal
bruising present.

11. Pediatric Ophthalmology consult for thorough fundoscopy in cases of:

a. Suspected intracranial injury;
b. Suspected Abusive Head Trauma (metaphyseal fractures, subdural/subarachnoid

. 73/1528 :
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hemotrhage, and/or posterior rib fractures).

c. Spiral fracture, metaphyseal fracture, or-other injury in child under age 2
suggestive of shaking or twisting injury.

d. Fracture in infant under age 6 months or any other highly specific fracture for
abuse under 1 year.

[I. CHILD SEXUAL ABUSE

'A. Identification .

Findings that should be considered suspicious for sexual abuse (this list is not inclusive):

1.

2.

3.

. 4.

Any injury.to the genitalia (especially to the hymen or vestibule in girls) or anus.

Identification of an STD: Chlamydia, gonorrhea, HSV, HPV, HIV, HBV, HCV, .

Trichomonas, syphilis.
Positive pftgﬁancy test (especially if < 14 y/o).

Any history or statement or witnessed incident consistent with sexual abuse.

B. Essential Aspects - Caretaker History

Does the parent/guardian or child give a logical explanation that is consistent with the
examination findings? For example--in a child under 3 with genital watts, is there a

history of maternal HPV infection during pregnancy or delivery?

C. Evaluatioh & Treatment

I.

PR 110,03, revised 05/11

Refer to CHS policy PR /10.03 Juveniles Suspected of Being Abused or Neglected
for policies regarding reporting.

Complete physical examination

. Use SCAN form for documentation.

Age 0-2 years: skeletal survey in all cases with visible acute injuries.
Age 2-4 years: skeletal survey should be _c«oﬁsidered if visible acute injuries.

For non-acute sexual abuse allegations in an otherwise healthy child without
continued-access to an alleged perpetrator: after reporting to the appropriate
investigating agencies, a child may be referred to their primary care provider or Pat’s
Place Child Advocacy Center in lieu of receiving a detailed sexual abuse examination

in the Emergency Department.

Careful inspection of external genitalia and anus for evidence of trauma, in exam

52731528
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setting with adequate lighting, positioning, and magnification. Never force achild to
be examined.

a. Position child in a supine frog-leg position; adolescent male in supine position for
genitalia and decubitus position for anus exam; adolescent female supine in
heelrests (dorsal lithotomy). ' ,

b. In girls, use gentle labial traction technique to visualize vestibule and hymen,

Also inspect labia majora, perineum, inner thighs, and lower abdomen. -

c. Ingitls, position in the prone knee-chest position to confirm suspected abnormal
hymenal or vestibular findings.

" d. Inboys, careful inspection of penis, scrotum, perineum, inner thighs, lower
abdomen. o _

. In bothi sexes, cafeful inspection of anus and perianal area for evidence of trauma. -
Use gentle gluteal separation to inspect anal rugae and outer canal.

8. Testing for sexually transmitted infection may be obtained if the history suggests the
chiid had genital/anal/oral contact with the perpetrator’s genitalia, there is evidence
of genital/anal/oral trauma, or if there is genital/anal discharge:

e Gonorrhea cultures (Thayer Martin media, NOT DNA PROBES) of: throat; ‘
vagina (in prepubertal or young teen girls), cervix (in postpubertal girls), or male
urethra, and anus.

o May consider use of urine PCR (urine NAAT) testing for Gonorrhea or

Chlamydia, but is not considered legal goid standard. Positive urine PCR should

bereonﬁr-med—wimculmre,_Obtain.cultureiﬂgivingpmphylax_is_ierrepuhertal

patients

¢ Chlamydia cultures (pink viral culture media, NUT DNA PRUBES) ol vagina (in
prepubertal or young teen girls), cervix (in postpubertal girls) or male urethra, and
anus.
Note: to cause minimal discomfort while culturing the vagina in prepubertal girls,
the examiner should use labial traction technique to identify the hymenal
introitus. An assistant should gently insert a mini-tip (urethral-size) Dacron swab
moistened with nonbacieriostatic saline or water through the introitus without
contacting the hymen, and gently swab the distal vagina.

¢ Blood should be drawn for syphilis and HIV. Evaluate the patient's hepatitis B
immunization status.
Wet prep of discharge for trichomonas, clue cells, or leukorrhea (>10WBC/HPF).

o Culture of vesicles or-ulcers for HSV.

" » HIV and RPR should be obtained if indicated by history.

9. Ifacute sexual assault (penetrating genital injury and/or contact with perpetrator’s
* genitalia within the past 72 hours):

a. A forensic evidence collection kit (SBI rape kit) should be utilized. Contact the
relevant law enforcement agency for retrieval of evidence and maintain
appropriate chain of custody.

5273/1528
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. Cultures and blood for STD's should generally not be obtained unless there isan

additional clinical indication (prior abuse or symptoms).

. DNA probes may be obtained (see above) as screening, However cultures remain

the gold standard.

. Prophylactic antibiotic therapy against gonorrhea and chlamydia infection shquld

be given if requested by patient or family in case of child sexual assauit.

Consider prophylaxis against trichinosis and pregnancy. Prophylactic therapy
should be administered in cases of adolescent sexual assault. Refer to Centers for
Disease Control or American Acadenty of Pediatrics guidelines for current
recommendations. See Attachment # B-1.

. Prophylactic antiretroviral therapy should be offered to the victim and/or family
_ whenever contact with potentially infectious bodily fluids may have occurred, and

must be offered if the alleged petpetrator is known to be-at high risk for HIV
infection, If the perpetrator is unknown, the decision for therapy should be based
on the local HIV epidemiological rate. Consultation with on-call pediatric
infectious disease physician and SCAN on call physician is recommended. See

Attachments # B-2, -

.- Emergency contraception (Plan B) should be offered to all pubertal or

postpubertal female victims. See Attachment # B-3,

. Consult appropriate surgical subspecialist (Gynecology, Pediatric Surgery, or

Pediatric Urology) in cases of sevete anogenital injury.

10, Whenever possible, arrange medical follow-up according to the following schedule:

a.—1n~}-2—day&wi?th—PC—IP—or—Bat%s—P—lae&ChildAdvocacyCenter.for further

examination and photodocumentation of inj uries;

n 1 month, 3 monhs, and 6 months with PCP, OF appropriare Spectatisror

/ ,
caregiver for follow-up examination and testing for STD's, especially HIV,
11. Discuss and assist with referral for psychofogical counseling through Victim’s
Assistance, community mental health tesources, and/or family’s medical heaith plan.
Crisis counseling for child and family is ofien necessary.
111.CHILD NEGLECT

A. Identification

Growth parameters below expected for age.

1.

PR 110.03, revised 05/11

Lack of medical care for a significant health problem——for example, no medications
for asthma, diabetes; no care of severe dental caries.

Lack of normal bonding with parent/guardian.

Disregard of one or more basic child care needs——for example, not feeding
infant/child, child found in street, failure to place child in auto safety seat or belt.

§273/1528
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Note: A child may have findings suggesting more than one form of abuse ot neglect.

B. Essential Aspects - Caretaker History

1.

‘Does the parent/guardian give a reasonable explanation that is consistent with the

pattern and severity of the findings suggesting neglect (and can he/she provide
documéntation)? For example—has a child who is small for age been worked up for .
medical or familial causes of short stature/failure to thrive? ,

.C. Ew;aluatioﬁ &‘T‘reatment

1L

9

Age 0-2 years: skeletal sutvey should be consiﬁered.

Nuéléar medicine bone scan (or repeat skeletal survey in 2 weeks) if index of

suspicion for skeletal injury remains high despite negative initial skeletal survey.
MRI scan of head if there is 4 suspicion for subacuié or chronic intracfanial injury.

Complete physical examination, including inspection of genitalia and search for
dysmorphic features. . -

Developmental assessment.

Laborétofy evaluation: CBC, electrolytes, gluéose, urinalysis, urine C&S. Other labs

as indicated_clinically (e.g., lead level)

Nurrivion ~ohsulyassessment with catoric quantification if possible:—

8.
9.

Other consulis as indicated clinically.

Document child’s caloric intake, weight gain, and response to hospital staff.

10. Document level of parental involvement and any concerns regarding inéppropriate

parental behaviors, attachment, statements, or level of knowledge regarding the child,
his/her care, or his/ber condition.

ATTACHMENTS:

B-1. Presumptive Treatment of STDs in Sexual Assault Vietims

B-2. HIV Prophylaxis
B-3. Guidelines for Emergency Contraception

PR 110.03, revised 0511
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Attachment # B-1 : .
Presumptive Treatment of STD's in Sexual Assault Victims (adapted from CDC Guidelines,

2006)

Children:  The risk of a child acquiring an STD as a result of sexual abuse or assault has not
been determined. Presumptive treatment for children who have been sexually assaulted or sbused
is not recommended because: a)-the prevalence of most STDs is low following abuse/assault, b)
" pre-puberta! girls appear to be at lower risk for ascending infection than adolescent or adult ,
“women, and ¢) regular follow-up of children usually can be ensured, However, some children or -
 their parent(s) or guardian(s) may be concemed about the possibility of infection with an STD,
even if the risk is perceived to be low by the health-care provider. Such concerns may be an
_ appropriate indication for presumptive treatment in some settings and may be considered after all
specimens for diagnostic tests relevant to the investigation have been collected. '

Adolescents: Many specialists recommend routine preventive therapy after a sexual assault
because follow-up of survivors of sexual assault can be difficult and because these persons may
be reassured if offered treatment or prophylaxis for possible infection. The following
prophylactic regimen is suggested as preventive therapy.

« Postexposure hepatitis B vaccination, without HBIG, should adequately protect against
HBYV. Hepatitis B vaccine should be administered to sexual assault victims at the time of
the initial examination if they have not been previously vaccinated. Follow-up doses of
vaccine should be administered 1--2 and 4--6 months after the first dose.

¢ An empiric antimicrobial regimen for chlamydia, gonorrhea, trichomonaé, and BV may

be administered.

Recommended Regimen:
Follow 206 CDC guidelines (refer to www.cdc.gov)

NOTE: For patients requiring alternative treatments, see the sections in this report that
specifically address the appropriate agent. The efficacy of these regimens in preventing
gonorrhea, trichomoniasis, BV, and C. trachomatis genitourinary infections after sexual assauit
has not been evaluated. Clinicians should counse! patients regarding the possible benefits, as
-well as the possible toxicity, associated with these treatment regimens; gastrointestinal side
effects can oceur with this combination. Providers may also consider anti-emetic medications if
prophylaxis is administered, particularly if emergency contraception is also provided.

Other Management Considerations

At the initial examination and, if indicated, at follow-up examinations, patients should be
counseled regarding the following:

« symptoms of STDs and the need for immediate examination if symptoms occur and
abstinence from sexual intercourse until STD prophylactic treatment is completed.

5273/1528
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Attachment # B-2

HIV prophylaxis (Nonoccupational Postexposure Prophylaxis = nPEP)
HIV infection has been reported in children whose only known risk factor was sexual abuse.
Serologic testing for HIV infection should be considered for abused children. The decision to
test for HIV infection should be made on a case-by-case basis, depending on the likelihood of:
infection among assailant(s). Data are insufficient concerning the efficacy and safety of
postexposure prophylaxis among both children and adults, However, antiretroviral treatment (a
28~day course of highly active antiretroviral therapy —HAART), is well tolerated by infants and-
children with and without HIV inféction; in addition, children who receive such treatment have a
. minimal tisk for serious adverse reactions because of the short period of time recommended for
prophylaxis. o o :
_ In those cases in which a child presents to a health-care provider shortly after a sexual exposure
(i.e., within 72 hours), the asseilant(s) are likely to be at risk for HIV infection, and likelihood of -
compliance with treatment regimens is high, the potential benefit of treating a sexually abused
child should be weighed against the risk for adverse reactions. If antiretroviral postexposure
prophylaxis is being considered, a professional specializing in HIV-infected children should
be consulted, I treatment is started, then medication should be given for the full 28 day course

of therapy. .

Recommendatlon;s for Postexposure Assessment of Children within 72 Hours of Sexual
Assanlt h

« Review HIV/AIDS local epidemiology and assess risk for HIV infection in the assailant,

» _Fvaluate circumstances of assault that may affect risk for HIV transmission.

Consult with a specialist in treating HIV-infected children if postexposure prophylaxis is
considered.

« If the child appesrs to be at risk for HIV transmission from the assault, discuss
postexposure prophylaxis with the caregiver(s), including its toxicity and its unknown
efficacy. :

If caregivers choose for the child to receive antiretroviral postexposure prophylaxis,

provide enough medication until the return visit at 3--7 days after initial assessment to
reevaluate child and to assess tolerance of medication; dosages should not exceed those

for adults,

L ]

o Perform HIV antibody test at original assessment, 6 weeks, 3 months, and 6 months.

Recommendations for Postexposure Assessment of Adolescent and Adult Survivors within 72
hours of Sexual Assault

+ Review HIV/AIDS local epidemiology and assess risk for HIV infection in assailant.
+ Evaluate circumstances of assault that may affect risk for HIV {ransmission.

« Consult with a specialist in HIV treatment if postexposure prophylaxis is considered.

5273/1628
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o If the survivor appears to be at risk for HIV transmission from the assault, discuss
antiretroviral prophylaxis, including toxicity and unknown efficacy. :

« If the survivor chooses o receive antiretroviral postexposure prophylaxis, provide _
enough medication to last until the next retum visit; reevaluate survivor 3--7 days after

initial assessment and assess tolerance of medications.

o Perform HIV antibody test at original assessment; fepcat at 6 weeks, 3 months, and 6
months, Co ' S

Assistance with postexposure prophylaxis decisions can be obtained by calling the National

HIV"TeIepho.he Consnltation Service (tel: 800-933-3413)

1. US. Dep&xrtnﬁem of Health and Human Services. Antiretroviral Postexposure Prophyléxis After
Sexual, Injection-Drug Use, or Other Nonoccupational Exposure to HIV in the United States, AMMWR,
. . January 21, 2005 7.54(RR02);1-20.
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Attachment # B-3 Emergency Contraception

Plan B is an emergency contraceptive that can be used to prevent pregnancy following
unprotected intercourse. Each Plan B packet inctudes a single course of treatment and consists of

two tablets; each tablet contains 0.75 mg levonorgestrel.

To obtain optimal efficacy, the first tablet should be taken as soon as possible within 72 hours of
intercourse. The second tablet must be taken 12 hours later. ' . :

Taken within 72 hours of unprotected intercour'se,. PlanB 'can,.when used correctly, reduce the
risk of pregnancy by.89 percent afier a single.act of unprotected sex. Effectiveness declines as- -
the interval between intercourse and the start of treatment increases - A

When used as directed, Plan B is safe for most women, There have been no serious

complications associated with Plan B. Common side effects include nausea, abdominal pain,
fatigue, headache, and menstrual changes. Women who are pregnant, have undiagnosed vaginal -
bleeding, or have an allergy to the product should not use Plan B. Plan B cannot terminate an

established pregnancy. -
Use of Yuzpe Regimen using other oral contraceptives is acceptable Emergency Contraception if
plan B is not available.” _ .

Patient should be advised to obtain pregnancy test if no vaginal bleeding in 28 days after
completing Emergency Contraception, :

52731528
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NORTH CAROLINA AND SOUTH CAROLINA DSS AGENCIES

You must call the Department of Social Services in the county that the child is a permanent
resident of. Numbers for each county are listed below.

COUNTY PHONE ADDRESS
Anson (704) 694-9351 118 'N. Washington St
CPS Intake Wadesboro, NC 28170
, 700 East Parker Rd.-
Burke (828) 439-2003 Morganion, NC 28680
- , o 140 1303 S. Cannon Blvd.
- Cobarmus (704):520-1400 Keannipolis, NC 28083
i g 1966-H Morganton Blvd. SW
Caldwell (828) 426-8200 Leno. NC 28645
Catawba (828) 324-9111 3030 Eleventh A\:.CDr., $.E. Hicke
(803) 377-8131 115 Reedy Street
Chester ext, 0 Chester, SC 29706
. (843) 623-2147 201 N. Page Street
Chesterfleld ext, | Chesterfield, SC 29709
Ga stor; (704) 862.7500 330 N, Marietta Street Gastonia,
ext. | NC 28052
PO Box } 146 Statesville, NC
/ [redell {704) 873-5631 28687
1337 Pageland Highway
Lancaster {803) 286-6%14 Human Services Complex
. Lancaster, SC 29721
. ' PO Box 130, Lincolnton, NC
Lincoln (704) 732-0738 28093
Wallace H. Kuralt Centre, 301
Mecklenburg (704) 336-3150 Billingsley Rd. Charlotte, NC
: 28211
. 125 Caroline St., Rockingham
Richmond (910) 997-8415 NC 28379 i
1236 West Innes Street,
Rowan (704) 638-3175 ‘Salisbury, NC 28144
1000 Norths First Street, Suite 2,
Stanly {704) 982-6100 Albemarle, NC 28001
'. 1212 West Roosevelt Bivd.
Union (704) 296-4300 Mofiroe, NC 28111
York (803) 684-2315 P OBox 261
Dial 0 and ask for CPS Intake York, SC 29745
6273/1528
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North Carolina and South Carolina Law Enforcement Agencies

Wadeshoro, North Carolina 28170
‘ (704)694-4188

Burke County

Sheriffs Office .

150 Govemment Or

Morganton, North Carolina 28655
(828)438-6500

Statesville, North Caroling 28687
(704)878-3180

Lincoln County

SherifPs Offlce

700 John Howell: Memonal Dr.
Lincolnton, North Carofina 28092
(704)732-9050

Anson County iredell County Union County
Sherlffs Office Sheriff's Office Sheriffs Office
119 N Washington 5t PO Box 287 3344 Presson Rd

Monroe, North Carolina 28112

Stanly County

Sherrifl's Office

2015, Second Street .
Albsmarle, North Carolina 28001
(704) 283-3844

100 Justice Place
Shelby, North Carolina 28150

Wentworth, North Caroline 27375
{336)834-3232

Cabarrus County Meckienburg County -Unlon-County-
Sherlffs Office Sheriff's Office : ~. | Shermiff's Office
26 Corban Ave SE 700 E 4th St 3344 Presson Road
Concord, North Carolina 26025 Charlotte, North Carollna 28202 Monroe, North.Caroling 28607
(704) 520-3000 (704)336-2543 (704) 283-3844
Caldwell Gounty OR Charlotle Mecklenburg Pollce Watauga County
Sheriffs Office Department . ‘Sheriffs Office.
2351 Morgantown Bivd. SW 704-353-1000 or 911 330 Quesn St
Lenolr, North Cerolina 28645 ' Boone, North Carolina 28607
(828) 758-2324
) Catawba County Richmond County
7 ___| Sheriffs Office Sheriff's Offics
100 B Southwest Bivd #1 Court St ~South Carolina Agencles
rth Carolina 28378 : .
(828) 484-5241 (910)97-8283 P O. Box
Chester, SC 29706~0727
Cleveland County Rockingham County >
Sherifts Office Sheriffs Office (803) 581-5131
1088 NC 65

Cheaterﬂeld County

PR 110.03, revised lOSIl ]
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(704)484-488 Coumlse 200 W. Main St
. Che eld, SC 20709
Gaston County Rowan County
Sheriffs Office glggr;]ff; Oifﬂgtta (843) 623.2101
PO Box 1578 aln _
Gastonia, North Carolina 28054 Salishury, North Carolina 28144 g’g%z?;ggwﬂ
(704)856-3160 (704)626-1011 Lancaster, SC 26721-0908
Guilford County Rutherford County (803) 283-4188
oriffs Office | Sheriff's Office
400 W Washington St 198 N Washington St York County igivway
Greensboro, North Carolina 27401 Rutherfordton, North Carolina 28139 York SC 20745
(336) 641-3690 (803) 628-3059
52731152
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- Attachment C
PR 110.03, Juveniles Suspected of Being Abused or Neglected

1ot (:l%sr  FrasDISTRICT CXAT s waann O OTTTIRRT s aeAny el
STATE OF NORTH CAROLINA - IN THE GENERAL COURT OF JUSTICE
COUNTY O_F M!CKLENQURG ., . OISTRICT COURT DVISION
ADM!N!STRA’F’NE OROER

RETENTION OF GUSTODY OF JUVENIE SUSPECTED
" TOBE ABUSED PURSUANT 10 NCGS §76-308

a"—""""""‘_‘ B e

PWM&MGMMW&MR&MMMMCM&_,.

Hospital, Hospital, b South, University
wmam mmaMMMaMda .

(m;rwmu;um MWW - ~m‘ (e
]mmwlmm to the jivenie's medicl evaluetion, 1t Is unsefe for the
ummwmmm:wm. _ E

;§

mnmm-bwen.hmddmuwuinmummmm

oty the parent, gusndien, m«mmumwmmmmmam
Dspartmont of Social Servicos or his designes.

momwmuummummmuwmmmmm
’ mawmmmmwmwmcmm | :

mmmmmmm g Certification form on the revarse
mmmmmawhummwmmefmm

A’eopyolm-Emm iaan’s Centificaton must b given 19 the juvenile's pamint
an, cusiadish or mmmammwmmrmm
Jmmou'mmmmmcumm lnrp!amh
, the juveniy's jdiciel records.
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ar : ,
gich hosphal shel meintein a We containing coples of i Gxamining Physican's
c.mmmmmmmmommmmmhm
“This Order replaces the Latter of Authurization issued Gclober 5. 1983, by lhon Chief Oistnet
Court Judge James E. Lanning.

st | B dayotGesaber, 2000 r /rﬁ; |
e Y ;/@,ug‘,
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pegecul  L1maa  MoeBIITRICT COURT J0ER BTt 1] I LA B 17 I T T

EXAMINING PHYSICIAN'S CERTIFICATION

Date of Bith:

Nema of Juvenile:
Address: __

Neme of Perent, Guardian, Cissiodian or Caretaker:

| AdreSS: ..

: mwﬂsm‘mm%ﬂmwmﬁimamm{sgmmmugum ,
that this juvenils Ia abused, ang. o

O soudremeinin____ - __(name
of taciilly) for medicel irestment,
OR |
O it onslo for tw juvanils to retormborhis-parent-guardian,-custadion;
The bas!s for this dstermination is
: : \
Date: S
Exarmining Physicien
Tima: ‘

The juveals's parent, guardian, custodian or carelaker was

cortification ot a.MmJp.m. o0 .
[

‘Dss;amsnoﬁﬁaddtmmﬂonofmuwma

givlnanamuhdeowofmis

amfpm on

) .
An exaeuted copy of this certificats was malied to the Chief District Count Judge ai 700 E. 4™
Strest, Suits 3304, Chariotte, NC 28202 on . S

(e
Rainey-Carduff v. Carolinas Mead. Clr.
002655
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Attachment D
PR 110.03, Juveniles Suspected of Being Abused or Neglected

CERTIFICATION OF NECESSITY FOR RETENTION OF CUSTODY

Name of Juvenile: ' . - ) Age:

Address of Juvenile:

Name of Patent, Guarding, or Custodian:

Address:

The undersigned physician has examined this juvenile and that examination teveals the following injuries / -
illness. ' ' A

Based on the foregoing and additio—nal‘ﬁactﬂetwrbdow;theundersignedphysieian—herebyeertiﬁe&that:

This juvenile should remain
Q in (name of facility)

for medical treatment.

O  Inmy medical evaluation, it is unsafe for the juvenile to return to his parent, guardian, custodian, or
caretaker. : ‘

Additional reasons (if an)?) for retention of custody:

Date:
Time: . Signature:
B
3
% K4
Carolinas HealthCare System F 2
162
CERTIFICATION OF NECESSITY FOR 2 Rainey-Carduff v%a?ol?nas Med. G,
RETENTION OF CUSTODY g 002656
Q
<
PR 110,03, revised 05711 Page 21 of 23

361



‘ HISTORYTT97‘I,—E._35TT97'7.‘4::7582,"5.‘2:‘1‘983,‘5.‘302,‘5.‘2;‘t985,_c.‘589,-s.—3‘1“;.—1'985‘('Reg.

Attachment E

CHAPTER 90. MEDICINE AND ALLIED OCCUPATIONS
ARTICLE 1A, TREATMENT OF MINORS
PART 1. GENERAL PROVISIONS

Go to the North Carolina Code Archive Directory
N.C. Gen. Stat. § 90-21.5 (2010y

§ 90-21.5. Minor's cohsent sufficient for certain medical health services

() Any minor may give effective consent to a physician licensed to practice medicine in North-
Carolina for medical health services for the prevention, diagnosis and treatment of (i) venereal
disease and other diseases reportable under G.S. 130A-135, (ii) pregnancy, (iii) abuse of
controlled substances or aleohol, and (iv) emotional disturbance. This section does not authorize
the inducing of an abortion,, performance of a sterilization ‘opération, or admission to a 24-hour
facility licensed under Article 2 of Chapter 122C of the General Statutes except as provided.in -
@.S. 122C-223, This section does not prohibit the admission of a minor to a treatment facility
upon his own written application in an emergency situation as authorized by G.S. 122C-223.

(b) Any minor who is emancipated may consent to any medical treatment, dental and health
services for himself or for his child, '

Sess., 1986), ¢. 863, s. 4; 2009-570, 5. 10.

6273/1628

Ctr.
iney-Casdufl v, Garolinas Med.
i 002657
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Attachment F

Child Abuse and Neglect Algorithm

L 4

Medical team identifies chitd In whom abuse or neglect is suspected

o L {
Consult CHS Clinical Care Managsment Social Warker to assist with assessment process
S i .
Is the suspicion of abuse or
neglect confirmed.
-
Yes B R SRR gy . N°
R | o
. Report case to: Continus with Medical
: . - County DSS In which child Management Plan
resides : Provide safaty education
- Law Enforcement Agency as indicated
where the incident occurred,
[findcated
v
ESomplste-SCAN-Fonn- ~
including disgrams
¥ .
investigaling apencies 1o
provide evidentiary
photography and maintain

chain of oustody

Refer to Administrative Paflcy
# PR120.08 *Consent for
Treatment® if parent
guardian, custodian, or
caretaker refuses to authorize
necessary medica! treatment
for clhlld .

L
For patients with avidence of
acute multi-system Injury
consull CMG Trauma Service
at 1-800-421-9195, [f patient is
at CMC contacd Trauma Chief
at pager 1888 or the Trauma
Attending at pager 1880

Consult LCH Pedialrics at
704-448 5437 or 1-888-279-
5437 for asslstance with
medical managsmentFor
patients at LCH contact the
Hospilalist at pager 7416

PR 110.03, revised 05/1 1

When mediceally claared, do

Refer to Child Maltreatment
“not discharge child until

Clinical Practice Guidalines

- %  (policy PR110 03} for e dispagition has bean
assistance with modical determined by medicsl social
management worker end DSS
5273/1528
Ralney-Carduff v. Carciinas Med. CV. Page 23 0f 23
002658
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Evaluation of Suspected Child Phystcal
Abuse

Naney b, Kellogg, MD, and the Commikies on Chifd Atiusa and Nsgfect

ABSTRACT ;

This repost provides puidance Iy the ciinlcal approach to the evaluation of
suspetiad phiysical abuse tn children, Tho medical assessment I8 otlined with
fespect b obtalning & fustory, phyeleal examination, and appraprinte snciary
testing. The role of the.phystclan may sncompnss reporting suspoctad abuse;
assessing the constélency of the explanation, the chilld's developmantat
capabilitias, and thu characionstics of the Injury or tnjurlos; and coordination
with other professionals to provide [nmodiate and (ong-torm troatment and
followeyp for viems. Accirate ond Umoly dlagnosls of chtidran who are
suspocted vieiims of abuse can ensure approptiate evaiugtion, vastlgatten,
and outcomes for these clildimi end thatr famlifes.

Ray Words:physkcal shuse «thild -¢hild abuse <injury revaluaion

PREVALENCE

tn 2004, 152250 <hildren and adolescents wera confiemed vistims of physteal

sbusa tn the Uniled States.' Of the § typos of ehifd moltrentment (reglect, ‘ .
physieat abuse, soxual abuse, and emotlonal mbuse), physical abuse Is sezond -

to naglect; constituting approxiniataly 18% of the total,!

Dyspite these statisiles, the esumated numbur of vidtims Is tuth highar; In |
tolrospettive cahont study of 8613 sduits, 26.4% reporred Uy wore pushad,
grabbad, or stapped; had somuthing thrown ot tHem; or were lill so hard they
g0l marks. o1 brulses ot somo Wme during thelr chiltdhood.” It hies been
astimatod that §,3% to 13% of childhood Wnjurles that result in emergency
depatnunt wishs sre caused by abuse? Physicnd wbuse ramaim an
underraported (and often undesecter) ftroblem for sdvarol reasons Including
mdividugl end communty variattons tn what s conaldered "sbuse,” Inadequato
knowladge ang t:alning smong professioitals In the recogiition of abusive
Injurtos, vmviilingnass 10 ropont suspocted nbuse, and professional bias. For
oxample, o | suxly,S 31% of children and infants with sbusive heed aima
ware inblally misdlagnosed, Misdiagnesed victims were tiare likely to by
younger, white, havo foss severs syinploms, ond liva with both parents whion
comparod with abused childean who ware tiot filifally misdlagnosad, Such
studies sitggest a noed for practifionais to bo vigllant ta tite possibillly of
abuise yehen avaluailivg chlidren who have atyplcal accidental infurfas of obscure
symptoiis that Are suggostiva of trauinatic etfologles It who do st have 2
Mstory af trauma.

Child obuse has significant fong-term medical macd mental health worhidisy.
Childran with abusive haesdt or abdomingl bjurias are mose likely to die o ~
begoma morg severely | Hated than ore Ehkiren with head or abdominal
tjuntes caused by accldents,® Victiing of physical abuse In childhood are more

fikaly to dsvalop o varlety of hehaviorsl and functonss problems Including
conduet disorders, physically  aggrassive hohaviors, paor acpdumnic
porfotmance, and decressad cugiitive funciiontag.>"® Addittonal probloms
include wixlely and dopression, 33 well as soclal and retatianship doflcits,

hup;;llpediatrlcs.aappublications.orglcontentl 119/6/1232.4ull 9/25/2012

365




Evaluation of Suspected Child Physical Abuse Page 2 of 14

CHARACTERISTICS OF VICTIMS AND RISK FACTORS

Child physical abuse affects children of all ages, gendws, ethniciifes, and
sagloeconomic groups, Male and femalo children sxperlence similar rates of
phystcal sbuse, f | survay study of more than 2000 children and
aslotencants,* 15% of adolescanta racevad ijurles from a physical assault and
were mora (1kaly then chitdren In younger age groups 1o receiva Injurles from
abuse, Alihough the risk oF physicat abuse Increases with age, fatal ablise and
serlous abusive Injurles are move common among children snd Infants younger
than 2 yeus,' Children In hmes with annuni incomes of lexs than $15000 per
yeor have 3 imus the number of fatalifles, 7 times the number of seilovs
Jflicted injiarles, and $ times the number of moderate Infilcted Injures when
commpared with children fiving In homss with annuel Incomes of groster then
$15000 per year.”® Risk factors for Infant maltreatment nclude matemel
smmoking, the pravence of mora than 2 sibilngs, low Infant birth wetght, and an
unmarred mother'® One swidy found that chlldren living in bauseholds with
untelated adults were spproximately 50 times more flkely to dio of Infilcted
{mjurtes than were children residing with 2 blotomlcal parents,'! The U

. Dapartment of Haalth and Human Services has indleatad that the rate of
physical obuse 18 2,1 tiines highsr among childran with disabilittes than
<hildren without disabilities. ' Tha presance of risk factars should not be usad
as Indlcators of child abuse but rather to provide guidance in pravantion
strataglos as wal) as nianagement and treatment plany,

ROLE OF THEB PEDIATRICIAN

The rola of the pediatiiclan engommpasses pravention of abuse and datettion
and medical management of viciims of abuse, Accurate tdontification of
childran who are suspacted victims of abuse can faclinte appropriate
evalustion, referrdl, vestigation, and outcomes for thase children snd thalr
fasnillos.t? Children usually sustaln abuse at the hands of & careglyer who
mistmorprets and responds inappropriately to the chilld’s behavior. For
axanple, caregivers who had smothered, shook, or slapped thelr Infant within
the first 6 menths of fifa ware more Iikely to ba wonlsd about crying and to
bellave thar thelr Infants cried excasstvoly,’”’ There ls a dose corralation
botween the age-specific incidanca curve of Infants hospitallzed with abusive
head trauma and the age-spocific normal crying behavior of Infants up t0 36
weaks of 2ge.*®

In an anonymous teleplione survey of 1433 mothers, 2.6% of chlldren younger
than 2 years were shken by thelr mothors as & means of discipline.’?
Caregivers may wespond inappropriately to thelr chitd's behavior when thoy are
unduly strassed. Povorty, significant life events, and careglver role confileks are
strassors (hat are often sssoclated with abuse.'* Peciatidans can effactively
educate parents regerding the range of normal beheviors In infants and
childran, provide anticipatory gutdance, and be a resource when the behavier
bacomas unmandgoable far parents, In addition, padistricians can sereen for .
adukk-partney vioknce; In § study, chlld abuse was 4.9 times mote likely In
farnilies with damiftad spouse abuse than in farmtiles withowt (dentified spouss
abuse.?® Other conditlons that placs children at visk of belng abussd, such as
maternzl depression or drup stiuse, may also ba Idenitfied,

Carelul medical assessmeni, detaction of suspiclous jurtas, aud reporting of
abisse miy prevent futher abusive trauma in Infants antl adults, I ) study of
abuge victimg youngoy than 24 months, 75% had evidunce of previous trauma
or history of  previous Injury?* Child abuse may racur 35% of Ura tme without
apnroprine detection and Intervention.?! :

Ag with othor typss of child meltveatmeont, thare have besn recent advances in
medical knowledye regarding physicat absuse, Most recerit developments have
addrossed more eccurate diffsrenvation between Inflicted and eccidental
injurlss as wall as datecting condivons thet may mimkc abusive Injurles.
Altbough consideration of nonahusive causes of injurtes may marit additional
evaluation and testing, the physician {s mandated by law to raport suspicions of
abuse and should not delay raporting pending confirmatory testing or
Information, In all statas, the law also provides same typa of Immunity for good
~falth reporting. Once & suspocted vicim Is identifled and further assessment
and management §s required, using a pediatric child sbuse consuitant, If
avellable, sarly in this process may chviate the nesd for Invastve or expensive
tostliig end <an belp direct the pediatriclan taward approgzlate evaluation. The

htti::I/padiatrlcs.aappublica.tibns.org/contentlll9/6ll‘232.full = 9/25/2012
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detection and dlagnosis of chitd physical abuse dspends on the ciiniclan’s
ability to recognize suspieious Injurlos, conduct a careful and complete physical
axamination with Judiclous vee of auxllary tests, and consider whather the
caraglvers' explanstion Is suppored by the characteristics of the tjury er
Iiintes and the child's developmantal capabillties. Yha phyilclan should also
hsure that the chlld’s Immediate medical and safaty needs are met Child
abuse Uigunies, paticulardy waymatlc braln injuries, may result In significart
long-term disabliites tngluding leaming deficits, attontion-defich/Hyperaciivity
disorder, behaviorel problems, selzures, spasticity, biindnass, paraysls, and
mentel retardation, ™ Continulty of care for such children I5 exsentlal,
espechally (f thay are transforred) to othar caregivars or foster homas.

Many hospitels and communitles have developet! child ahuse-assessmont
toams of pediadclans and othar profassionals who specialize In the
assessment of suspacted victims of child abuse.' Such teams usmally heve
access to additioral lnformation from lew enforcement and child protaciive
sorviges, such as sceno Invosugatian, thar may facilitate mare thorough njury
asgessment and dlagnosis, Involving such teams early In the procoss can
ensuro accurate énd comprhensive assessments and Information’ sharing
among the madice! and nonmedical disciplines Involved and can provide for
intermadiate and long~term cnanagemsnt of the child and famfly, Pedistrlclans
with expertise In evaluating suspected abuse should provide tralnlng and
assistance to emergency physiclans end othsr first responders to enhance
detection and appropiiate referral of thase patiente,

Many reglons do not have specialized child abuse teams but do have physiclans
with expertise i child sbuse, Pedlatricians should kaow which hospitals in thelr
reglon hive the most svallable expartisa In the emergency evaluation of
suspacted child abuss, n tirn, padiawicians with axpartisn In child abuse often
act a5 constiltants for emergency departments and child protective servies.
Close collaboraiion Is necossary, particulady for astablishing how the ¢hild
should Be transported betwesn facllitles, who chould nottly chitd protective
sawvlices, who Should notify the caragiveris) of suspacted abuse and when, and
whether law enforcement should be notifiad, For those who do pot require
amergeit tansportation by ambolanve, child protective services moy facllitate
transportation of a suspacied child victim from one faclity to another, mssist in
notifying the caregivers and law enforcement of suspected abuse, and provide
an smergent safety play on hospital discharge or clinic dismissal,

DEFINITIONS

* The recognitlon and reporting of physical sbuss is Windered by the lack of
unliform or clear dafinitions. Many state statutes use wards such as “risk of
f1anm,” “substantial hare,” “substantial Hisk,” or vurgasonable discipling® without
furthar clarification of theso torms. Many states still permit the use of carporal
punishment with an Instrument {n schools; on the other hand, the Amerlcan
Academy of Pedlatrlcs has proposed that "striking a child with an object’ ls 2
tpe of physicl punishment that “should never be used™? and has
recominended thiat corporal punishnent be abolished in schools.” Yhe
vadtabllity and disparities In clofinitions may hinder conslstent reposting
practices,

CLINICAL PRESENTATIONS AND SETTINGS

Most physical abuse Injutles ara lkely to not be detected or raported, Minor
Injurles tay not raquire madical attention and may be obscure ar hidden.
tnfants and chlidren are Teported as suspocted victims of physieal abuse when
1 or more of the following ovcurs: an Individuat including a professional) sess
and reports a suspiclous njury; en Individual witnesses an sbuslve event; a
caregiiver observes symptoms and brings the child In for modicel care bt Is
unvare that the child has sustained an njury; an individual asks a chitd if he
or sha has been hurt In an abusiva way; tha abuser thinks the inflictad Injusy Is
sevare enoiigh to require medical attantion; or the child victim discloses abuse.
The Amedcan Academy of Pedigtiics has Indicoted that *hospitalization ol
children requiring svalustion end treatment for abuse or neglect should be
vigwed Ly.third-party payors as medically necossary.®

Tha clinical approach to an nfant or child with possibla abusive Injurles Is not
sighificantly different from standard padiatric care. As with ali patients; a
sevavely tyjures child must be stabtlized before further evaluation Is

http:l/pedia'.rics.aappublieations.orgloontentll 19/6/1232 fusll

367

Pnadt

Page 3 of 14

4

=~ 9/25/2012




Evaluation of Suspected Child Physical Abuse : Page 4 of 14

undertaken, This $itial avatuation may ancampass a trauma rasponse team and
pediatrie spacialists in surgety, emergancy medicine, and eritical cure. Careful N
documentation may not be possibla inltially and must always be secondary to
rosuscltation énd stabllization of the pationt, Onca the child is stablllzed, &
caraful end well-gosumanted history, as always, Is the most critlcal element of
the meodical evaluation, Using quotes whenevar possible, the padistcian
should document descriptions of the mechantsms of njury or Injurles, oet
and progression of symptoms, and the chile’s developmental capatilitles. The
physical examinetion should Inciude detalled documantation, efther by body
dlegrams andfor photographs, of eny concerning cutéeous findings and
should include & thorough saarch-for other signs that may suggest a
rontraumatic cause. If the child Is varbal, & may be felpful to gather parental
and patiant historles separataly. If abuse Is a concern sfter this preflminary
evaluation, consultztion with a chifd abuse peciiatrician, eediatric specialist, or
patliatitcian exparianiced In this ares, if avallable, may be helpfut In determbiing
the bost vay to procsed with essessment.

Phyaleal discipitne I3 commmonly Infilcted on areas of the body that are
concealed by clatking (eg, back/buttocks), When tnflicted Injures are vslble of
Incidentally discovered, child victims and their abusers wypically explain the
{njurles s accidantal; If clintcinns or professionals are not crittcat or skeptical
of this Information, the iurtes may Be Incorrectly aitributed to accrdontal
causes, Giher viciims present with severe infliced trjurtes that require madical
cara, The Initlal history Is typlcally vague andjor benlgn and miay hecoma
{neansistont as the Investigation progressos. '

MEDICAL HISTORY

The Interview of parents or caragivers of Infants or chiidren who present with
serious Injurles may ba condutted M an outpxtiant or Inpatient settlug. if the
child prasents to 8 clinic with a serous Injury that rogulres further modical care
in @ spscialty (g, orthopedics) or tiospital seting, the clinkian may opt to
gather the minlmuty (nformation to estahlish a nesd for seporliig to child
protective seivices, Any statements mate by the caregiver regarding the Injury
should by documented accurately and completaly, Once the clinician hm
assessod aY the, juites, Including approximiate ages of injurles (when
possible), a caretel, complate, and detalled lilstory should be chialned from e
careplivers,

Explonstions thet ere concerntng for Intentional trauma include: "
Y. o o:wlanutlhn or vague gxpfanation for a slgnficant injury;
2. an Impottant detail of the explanation changes dramatkally;

3. an explanation that Is incansistant wilh the pattern, age, of sevallty
of the Injuty or injurtes; )

4. an explanation that I4 Inconsistant with the child's physieal andfor
developmantal capabllities: and

S, diiferent witnesses provide markedly different axplanations for tha
Injury or injurles, : .

tnfaration regarding te chillds behavlor before, during, and after the Injury
otcurrad, Including feaing thnes and levels of rasponsivensss, should bo
gathared, Victims of significant tisuma usually have obssrvable changss In
bahavlor. Accass to careglvers and caregiver activities befare, durng, and aftar
the Injury ocourred aro also Important to doeument. Frequantly, Infams and
children prasent 1o medical setings with a history of 8 fall, Recent studies have
Indlcated that short falls may resultin trulsing; however, more sighifcant types
af head trauma, Including skull fractures, are axcesdingly Uncommon but
possible,14°

Infsrmation shotld bs gatherad In & nonaceusatory but detatied manner, Other
Information that may be useful In the medical assgssment of suspacted physical
abuse includes: ’

1, past medical” history (trauma, hospitelizations, congenital
contitlons, chronie linasses):

hitp fipediatrics.aappublications.org/content/1 19/6/1232.full it 9/25/2012
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2. fardly history (especiatly of bleeding, bono disorders, and matabolic
or ganetic disordors);

3. pregnancy history (wanted/unwanted, plaaned /unplannad, pronatal
¢are, postnata) complicatlons, postpartum dopresston, defivary In
nonhospital settinge);

4, familial patterns of discipline;
5. child tamparament {easy to care for or fussy chlld);
B, history of past ebuse to chlld, siblings, or parents;

7 dmlopnianul history of ciilld (language, gross motor, fine mator,
psychosaclal milestonas); -

8. substance abusa by any caragivers ot propie Rving In the home;
9, sodel sd financiel siressors and resources; and

10, violert Interactlons among athur family wenbes, '
PHYSICAL EXAMINATION

Most tnjtles of chlidhood are not the result of abuse or neglect, Minor Injuries
In children are exceedirigly common, Physiclans nwist alao constdar that
unusual avents, Including accidents, do happen 1o chitdran® and smay produce
Injuries that ara not charactersticelly ssen from accidental causes, An fnjury
padtemt I8 randly pathognomonte for abuse or accdent without eareful
consideration of the explanation provided. in sdditon, both [nflicted ang
accidentat Iuries asay be soen stmultanaously tna child,

GQencral Assessment

The child's alertness and demeanor may reflact nourologlc status and dugrad of
discomfort and pain. A thorough and coinplete neuroboglc examination must be
performed, For sxampls, If alertness appears compronysed, aye-opaning,
varbal, and motor responses should ba assessed systamatically, Spontanaous
and symmetiical movement of all extramities should be acted, &9 well as any of
the child's responses that Indicata pain whan extramitles are examined and
moved. Bovause abusive caregivers are sarely Mformative regarding the Injuries
‘that have bean'Inflicted, apacial cara should bo taken during tho examinaton of
the <hlid's extremitios and nock, which sy be fracturcd and require
[mmoblAzation until disginostic radlographs can ke parformed, Bvidsnce of
spinal cord njury, such as abnormal refloxes, muscta tone, or responsiveness
to tactile stimui, should be carefully pursued,

When the child Is eabile, helght, walght, and fronto-occlpllel gircumferance
should be corefully measused and then plottad on a growth chert, Pravious
‘measuroments obtained from past medical visits should also ba obtalned 0
geuge whether growth velocity has bean appropriste, Plotiing parameters 5
assentlel, because cliniclans may miss significant growah fallura in infants and
children If the chiniclan relies only on tholr ciinteal Impresslons. Physical abuse
and fallure to thiva ar somotimes concursem” (n sddition, somme childran
are starved Intentionaly,’!

gvidancy of naglect may be seen during the ganeral axaminatton of the infant
or chlle; extansive dental carles, severe diaper dermatitis, o neplacted wound
care niay bs peted In addition vo injutles that ralse suspicton of ahuse. ald
areas on the scalp may somstimes be seen wWith severe nubyiiona! defldts o
with traumatic alopscia. These fludings shoutd be differantiated from
nonabusive or benign causes such as. tinga eapitls, alopacia areate, and
oucipltal baid spots caused by supine positioning of youngy infants,

§f the child can be Intarviawad, hls or her demedncr should ba noted during
questiontng, Somo childien display sirong nonwverbal cues of anxloly and

. valuctance when answaring questions regarding potentlal abuse, because they

ara protective of their abusar or they feor retribution for *alling.” Others may

appear apenly fearful of thelr abuser. such rssponses May be tmportant to

consider when a safsty plan for the child is mads.
Skin Injuries

http://pediatrics.aappublioaﬁons.org/conwntll 19/6/1232.full
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Location, s'ze, and shape of any bruises, lacerations, burns, bitas, or ather skin
jurtes should be dacumentad In & medical chart a5 well as with Mgh-quality
38.mm or diglal photogrophs, nspaction for injuries should ba thorovgh and
involve alf aapacts af the neck and head; mouth; extremitles, incheding fest and
hands; gonltals} anus; bittocks; torso; and back. Obscure sites for Inflicted
injuries Includa the oars, especially the postertor aspects, the nack und angle of
e Jaw, sealp, ond the franuta of tha ip and tanguo, In contrast to accidantal
infurtes, Inflicted tnjuries tand to occur on surfsces away Wom Bony
promipences, such as the neck, head, bultacis, trunk—hands;—and-upper

Page'ﬁ'" of 14

arms™® tn | patlent series, spproximately G0% of abused chiidren had
Injuries on the haad, face, or neck,” Harmatomas of the scalp may be detected
through pelpation or may be visualized on radlographs, Some duapar brulses
may not be raadily visibls for several hours; areas that are painful to paipate
may raqulre further examinatian in 1 to 2 days, when brulses may becorne
apparent. Moasurement of skin Injuties may assist In determining the
roachanism of injury andfor object used to Tnflice the Injury. For oxample, &
chilid thax Is Kicked may have a discerazble shoe impring, or a knuckle fmpriat
may be appatent I tha child was punchad,

Blte marks <an yisld Important foransle information; referral to professionals
that can gamher such Informatten and malntsin & chain of custody s
advisable Bita marks, racant or healud, should be carefully theasured and
photodscumantad when possible; an Intercanine distance of more then 2 em
suggens & human adult-sized bite.’® in rome Faciities, foransic odontologlsts
dre evallable and may use speclal examination snd photographic tachnlques to
anslyze bite tmasks, Fresh bites shoutd bs swabbed with sterile, premolstancd
cottan-tipped applicators for forensic analysis of potentia) genetic markers
found in sallva,

The aga of & brulse cannot bo determined accurately.*® Sof tlssue sweliing s
s8an more commondy With rocont traima but can perelet for savaral days, The
age and developmental capabilitis of tha infant or child also determine the
frequency of bridsng, Por example, 1 study of Infants and toddlars presemting
tor health malntenance examinations found that 17.8% of infants starting to
*crulse” and 91.9% of smbulatory toddlers had brulses; brulses were obsarved
only 2.2 of the tima in Infants who were not yat crulsing® tn addition to
accidents, hrdlsing may occur secendaty o coagutopathies and vasculltides
such as [dlopathic thrombacytopenic purpura, vitamin K deliclency, Henoche
schdmlein purpura; hemophiila, or von wiliekrand divensa,

Burn Injuintes may be chemical, therma! {including exposire to scalding lequids
or hot ohjacts), of electrical, The child's clothing worm diring the bum should
be collected and may provide Information reganding the cause of the burn.
Burns Inflkcted with ot obects can be difflcult to diffarentiata from accidental
raechanlsms, because both buras may be pattemsd. The history, aumber of
burns, and continuly of th burn pattetn over curvad body surfaces may
Indicate & grenter probabiiity of Mfhicted trauma, Accidentel scalds most
commonly Iwolve hot flquids pulled or splashed onto the chlld's upper
axtremiles, torso, and or hack and head.*! Infllcted ecalds or forced-
jmmarston burns may be well demarcated In pattarn, with few or no ahlash
ymarks, Whan evaluating an apparent buta thjury, other nofnflicted ceuses to
consider Include chamical burns of the buttocks with sannascontalning
Jaxatives,'? buflous npatigo, and accidents,

Crantal Injurios

Head trauma is the loading cause of child abuse tatatittes.® When compared
with child victints of savera aecidonts, children with abustve head trauma are
more (lkely to have subdurat and subarachnold hematomas, mutiple subdural
hematomas of differing sges, mote extensive velinal hemowhages, and
associated cutaneous, sketetal, and viscoraf tnjurtes,® The Infllcted injurles tend
to accur In youngsr patients, Abusive head trauma tends to result in higher
wertaliyy and tongor haspltal stays than does accidental head trauron. 5 infants
with Intracranta) tnjurles frequenitiy have no or nonspecific syaptoms, ' 5o
the absence of neurcloglc symptoms should not excluds the need for Imaging.
Careful constdaration of symptams, slgns, history, and judiclous use of other
anclilmy tests should guide the cilntclan in devermining the need for tmaging.

Skull fracturey can ocxur from acddemis or Inflicted Injury. Stadles hava
tndicaved What simpde finear skoll fractures can result fram short fofls of lass
than 3 (t and that sach fractures sre usualiy ossoclatad with sealp brulsing or
swelling.*® Howsvar, It s unknown how many infarits and children systain shafl
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Iractures feom simple falls, are asymptomatic, and, Sherefora, never prosent for
& modical avaluavion; hence, the Incidence of skuf! fractures emong Infants who
sustaln such falls s 1kely unknown, Abuse should ba suspected whon there Is &
history of minor head trauma such as a short fall In childran with multple,
complox, diastatie, or occlpital skull fractures.”” Whenever an Infant or child
presats with a skull fracture, care should be taken to ensure that thare are ro
other Injurtes,

Conditions that mey be confused with abustve hoad tettna includs glinorte
acldurla type 1 (macrocranium, subdursl hamatoma, sparse Intrarettnal and
precetinad hemorthages, fromotemporal atraphy) end hemoritagle disease of
the nowbom Oncluding visk factors such as home birth, no vitamin K
prophylsxis, or breastfeeding),

A fundoscoplc examination for reting! h hages shoutd hie considered for
any (nfant or young chi'd who 13 a suspected vietim of physicat abyse, Under
opliml condillons, an ophthalmaloglst with pediatéic expsrienca should
conduct an exsmmation of difated puplls by using indirsct ophthaimoscopy,
The ophthalmologist should provide documentation of the reting) hemorthages
by photography or detaflad annotated drawings. Location, dapth, and axtent of
retinal homoqhugu may distingulsh betwesn abusive and nonabusive causes
of haad trauma.® Retina! hotnorrhages ocour (n approximately 85% of infants
and ehildran who ere sultjacted to abusve, repetittve, accsleration-deceleration
(shaking) forces with o without Impact,t® Although newbdm Infents may have
retlna) hemorchagss In the suparficis! narve fber layers, most vesolve by 2
waeks of age, and most intrerating) homorrhages resolve by 4 o 6 waoks of
age.

‘Thoracoabdominal Injwviea

[nflicted tjurles that invalve tha heart are rare and severa, Rib fractures In
Infats are usually caused by forceRn squaazing of the chest™; postarlor or
tateral b (racturas or mwitipl 11b fractares are espacially predictive of sbusive
traume.? Cardlopulmonaiy resuscitation, whethor performed by exparlanced
or inexparienced tndividuals, Is en unlikaly cause of fik fractures® or retinal
hemorrhagas, Acute rib fracturas may ba assoclated with shallow breathing
sitibutatile to paln and splinting: In severe cases, a fractured rib may punclare
the jung. Alterattons In resplratory palterns may also signal centeal nervous
systam damage or response to saln. Other rare injurles assoslated with sbusive
blows or compressive forces to tha chest includs heroperteardium, cardiac
contusions oocuning as a vesult of gbusiva hlows to the chest, and shearing of
the thorack duck resulting In chylattiorax,7%¢

Auscuitetlon, performed befors palpation, may reveal decreased or no towal
sounds If tha child has sustained intrzabdominat injusy. if the tntestins, thvar,
or splaen hava baent tupturad, guarding or abdominal muscle rigldity may be
neted on pelpation, Abdominal brulsing 1s oftan not soen, evah with severe

blows 10 the abdomen.3® n 1 study,® solld organ Injurles were most commen

tn childean with accidental and infilcied abdominal traums, but ebused children
ware more flkely to hava a hoflow viscus Injury or both hollow viscus and sofid
organ injurles than ware childran with accldental abdominal Injuries, in
comparlson with chlidren Who susteln accidental trauma to the abdomon,
victims of Inflicted Intraabdominal injury tend to bs youngar, are more Bkely to
have delayed pressntations to a cinical seing, have 2 Digher montality zate,
and ora mora liely to have an Injusy to hollow viscera.! Livar and pancreatic
enzyms tests are fiolpful In sereening chilidren for abdominal trauma, aspactally
when the ¢l pragemts with acute symptoms or shortly efter the incidant has
accurred, A windlyels may &lso lead to the discovery of unexpected frauma to
the urlnary tract and kidneys. Radlographic studles, Induding  computed
tomtography, are halpful tu determinlng the typas and saverlly of
intrasbdoming! trauma andd are wamanted In most casos whan the physice!
oxaraination Is unreliablo because of patient age, prosence of other Injuries that
may cbluscate the atidomingl exsminetion, or the presence of hoad {ajury,

Skelatal frjuries

Caraful palpation of the lags, arms, fest, hands, ribs, and head may reves!
acuts or healing (callus Formatton] frackures, If & fractura Is suspacted, surfaces
should ba corsfully axamined for ‘grab marks® that may Inditate resteamt or
avens that ware pulled or twisted to create the fracture; however, absance of
such braising does not exclude sbusive tmechanisens of Injury. Soft tisige
swelllng, with or without brutsing, may Intlicate more fecent trauma, Mooy
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fractures, Including b and metaphyseal fractures, may nov ba clinleally
detectable, $0 & negavive cHnlcal exanvination should not praclude the necd for
2 skelatal radiofoglc suvey when Infilcted trauma bs suspected, particularly in
Childran younger then 2 ysars. -

Long-bone fractures that should be evaluated carefully for nomaccldental

causes Inclutie mataphyseal fractures and splraifoblique fracturas, aspaclally in

nonambulatoy infants; both types of Bractures have baen associated with

accidental machanisms of injury a5 well, Accldental causes of towar-extromily

splral ot oblique fractures have been described among Infamis in .
“oxerasucers™ and In the tibfa of nawly ambulatory toddlers,™ Osteogenenls

imperfacta Is & ram congorital disorder that Ayplcally presemts with hone

{rapllity. Gther assocleted findings are common and Inciude degp-biue sclera,

Tlgarmentous laxlty, osteopenia, wermian skull bones, dertinoganesls

Irapeifecte, posttive family histosy, and lisering lose. Less commion types of this ’ .
disessa may presen with fawer &nd less~saverq cilnlcal symptoms.™ Patiants

with osteogonesls imparfacta are often suspected &3 victims of abusa before

dlagnosls, kiscause the history of the injury insuffictently explains the severlty

of tha fraciurs, and ostzopenia may be lacking tn occult cases of this disensq,

A complete naurologlc assessment, ncluding reflexes, crankal mewves,
sensarlum, gross motor, and flne motor abiitles, should bs conduicted.
Abnormalities may reflect curront or past Injwies to the central narvous
system, Abused childran mey also have devalopmental disabllities because of
deprivation In the hame snvironmant or othar causas,

DIAGNOSTIC TESTING AND CONSULTATIONS

When zbuse Is suspected a5 the cause of an Injury, the citnkclan may conduct
tasts to screen for ather Injusles or undentying madical causes for the Injury.
Tihie extent of diagnostic testing depends on several factors Including the
saverty of the Ijury, the type of jury, the age of the <hild, snd examination
findings. In general, the move sevars the Injury and younger the <hild, the mora
oxtensive is the nead-for dizgnostic testing for other Infurles, Table 1 is a
cummary of tasts, some af which may bs used during a medical assessment for

suspected atiusq, '
Wuwihls lable: TABLEY
Wn s windowsin & new window Diagnostic Teste That May Sa
Used In the Medical Assessment

of Suspected Physicel Abuse and Differentlal Dlagnoses

When 1 child Is tdantified as & suspacted vicim of ebuse, siblings and other
chitd contects of the suspected abuser should also be assessad for Injarles, The
autent of the assessment depands on the child's age, symptoms, and signs;
Infamts and toddlers may require more extonsive tasting, hecause symptoms
and slgns may be fess useful In detarmining the presence of occult Inflicted
njuries.

DOCUMENTATION AND DIAGNOSTIC CONSIDERATIONS

Complets documentation of vistbla Injurles on body diagrams and with
photographs 1s strongly urged and facllitates paer raviaw as well as court
tastimony, when requlted. In some raglons, lnvestigaters from |aw enforcanwnt
or child protectiva services are spacially trained to take forensic photograihs,
Diagnostle tmpressions should address whather the explanation adequately
cotralates with the -severity, age, pattern, and disiribition of the Injury or
Injurles and the likeithood of nonaccidental causes for the injury, If & chitld has
sustalngd a serlous Injury becauss he or she was leh unsupenised In &
dangorous environment, the physictan should report suspected negilect or
insppropriate adult supervision, Including Injurles sustalned whils under the
ears of am Intoxicared adult, o chlld protective sarvices.®® When the child is
avaluated or tested for other nonabusive causes, documantation should raflect
the rasuits of this assessment as well, in general, concern for abuss Iy graatest
For Infénts younger than 12 months regardiess of the severity of the injury.

TREATMENT .
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Once madica) assessmant and stebliization ere achisvad and a raferral has been
made to Investigative agentlas, the bhysicieh showld ensuro that the child
recelves the necassary follow-up sorvices, The child's primary core physician
shotd be notiRed, and chikl protective services should ensurg that the family
complles with the plan of caro, These sarvices should not only Inclide referral
1o appropriste medi¢al providera but alvo address the psycholagical effects of
sbuse or neglect on the young child, the siblings, and tha nonofiending
coragivar. Bacauso adult-partner violence commonly co-oecurs with child
abuse, sevara! familly members mey requize madical and mentel health
assistance, Medical passports, which ere abbreviated medical chart forms
usually Kept by foster perents and presented at ach medical vieh, ere
recommendad to optimize treatment raglmans in childran who are shifted
amonp agoncles and Individuals dirng the cowrse of the child abuse
fnvestigation.

LEGALI9SUES

-All 50 steles have statutes that mandate reporting of suspected chitd abuse and

* neglect; the physiclan Is not required to provs sbuse belora reposting,

" Famillarity with stata laws will ensuire that physiclans report to the appsopriate
aguncy withtn the racuired \ima frame; some states hinve provided the option of
making such & report through the Internet, Informetion on specific state laws
sre provided by the Children's Bureaw {Administratton for Children and
‘Fomllles, US Ospatmont of Heplth eand  Human Services; sce
vww.childwellaregov/systemisicde/laws. pulicles fsaarchfiudex.clm), Many
states have laws that permit physiclans.to evalume children who are suspectad
victims of abuse, to conduct tests, and to taka photograpsiis without parantal
consant,

Tha physiclan may be required t0 write & sworn statemant of his or her findinys
and 1o testlfy In civil or ‘criminel tral procendings. Civil hearings ntlude
tastimony about the sately of the chlid and the need for appropriate placement
with careglvers or state agencles, Judgmants &re based on a *preponderance of
the evidence” with respact to the likeflhood of abuse, Cririnal earings Involve
testimony abuut the gilit of innocence of an individual with respect to causing
the Injuries In a child, The burdan of proof is greater than thss of civll hoavings;
cases must ha proven "beyond & reasonable doubt.” Physicians are expacted to

 tastlfy to tha tacts on the basls of thelr knowledge and experkange in peiatrics
and, when apgroprinte, in child abuse, As such, thoy' inzy be asked to render
opinlons regarding the nornral developmental capablitles of childron at cartain
ages as well 25 the inechanisms of tnjury, severlly of the injuy, and prognasis,
Pediatriclans should not testify to anything that Is beyond thelr lavel of
kiewledge or expartise, Phiysiclans act primardly as sctentlsys and educaters n
tega) settings rather than as child advocates.

CONCLUSBIONS

Child physical abuse s o common problem of childhood, The phystcian must be
able 10 racognize susplclous Injurles, conduct a comprehansive and caraful
examination with appropriate auxillary tests, crittvally assess the explanation
provided for the Injwy or Injuries, and establish tha probabllity that the
axplanation doss o dors not correlate with the pattern, severlty, and/or age of
the Injury of injeres, The physiclan Is responsible for reperting suspaciad
abuse, dacumenting his or her opinfons clently, and providing the necessary
Informalion and expertisa to Investigative and legal personnel and parents,
when approprtate. n addition, pediatricans e uniquely quallfied to work with
parents and caragiveis to pravent ebuse by providing anticlpatory guldence on
noimal chifd behavior and {ts management, Firnally, physiclans must advocate
that childeen In foster care who have madical or mantal haalth problyms veceive
the appropriste semvices and medications and continuity of caro through a
medical home, and that a medical passport is maintatned for these children,
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Tha guldance In this report does hot Indicute an exclusive course of
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Page 20f 18

- Piedmont Medical Center - Rock Hill, SC 29732

Patlent: CRN. OWEN DOB: Pt
MR #: 000345331 Age/Gender: 2wM
DOS: 12/4/2009 17:12 Accti: SR
Private Phys: - Sunshine Pediatrics ED Phys: Christopher DiOrio, DO

Past Medical/Surgical History

" Amendments to history obtained earlier:

FT/SVD at no pre, peri or post patal complications
“throat infection” diagnosed by Pediatrician Dr paxtor

" Daycare none, no smokers in housern first child <CD3 12/04/09 19:34>

No significant medical history. <RS 12/04/09 13:54>
No significant surgical history. <RS 12/04/09 18:54>

Past Social History .
Patient does not use drugs. <RS 12/04/09 18:54 >
Patient does not use alcohol. <RS 12/04/09 18:54 >
Patient does not use tobacco. <RS 12/04/09 18:54 >

HISTORY OF PRESENT ILLNESS

Note
Medical Screening examination has been initiated.

Notes: seen with mother and father and grmother <CD3 12/04/09 19:32>

Medical and surgical history obtained. <CD3 12/04/09 18:57>

Social history obtained. <CD3 12/04/09 18:57>

Past family history obtained. <CD3 12/04/09 {8:57> .

HPI: Al2 week old white male preserits with *lethargic, not responsive and we thought he was dead.”

Per mother and more specifically father who is with the child at the time of the incident, the patient was
nonrespansive but still breathing and had good pulses and no cysnosis for a period of 5 to 10 minntes. Father states
that the child got tense and quite possibly had a tonic episode with no clonic activity and subsequently was not

- arousable to gentle shakes or further stimuli.

They state the child has been baving a poor appetite, and mildly "lethhipic” which they describé as less crying more
irritable over the past 24 hours. : .

ROS: As documented in HPI, All other symptoms gre negative.

PE:

GENERAL: well appearing; well riourished; in no apparent distress; non-toxic, this is a "great" looking child very
healthy with a strong suckle on my gloved finger )

HEAD; normocephalic; atraumatic

EYES: PERRL; EOM infact :

ENT: normal nose; no rhinorrhea; mucons membranes moist; pharynx clear

NECK: supple; trachea midline; non-tender

CARDIAC: RRR; S1, §2; no appreciable nurniurs, rubs or gallopd

LUNGS: breath sounds clear and équal bilaterally; no appreciable wheezas, rales or thonchi

. ABDOMBEN: soft; non-tender; non-distended; no appreciable organomegaly

bilateral descended testes with a circumcised penis

Printed By Susan Larsen, HIM on 1/12/2010 1:42 PM
Medical Chart with Audits
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Name: __fVAM JWMEN \ IV AT DOB: Phone #

Aﬁ ' . Phone #
. THS

City: . State: - ) Zip:v
‘YORK.COUNTY SHERIFF'S OFFIGE - " Ingident RepbrtNo: " - "
"Voluntary Statéimant .- s e TR T

M VOLUNTARY STATEMENT
\L\/\OLL Cﬂildl‘fg\ » know and understand my rights. Having decided to answer

qUEStIOHS at this time, | now make the following statement.

» L Mot el Onvo Yhat T droppen
2 _Dwen., T DiDwnd Dot Kou)\ch o Pur
» 00 ek out Hu houst, Bas Scared—
s " é\d\hk‘ {’Y\Ou) UJ\\OJ_ to CLD .[_‘H\-OUG\]"-RL
s ho was S, Lae only obher Mhin

s Thod~ £ Qdmwt o 1o Somd—w}%m%
, Yast T Loould Q@(’ Lrusdvddzd wit

|9 Ouer's Cxu\v\o Qhé ‘()CU{' hihA (N M.,L./
9 \’WC/L [ S

10) \

"m_- \

12) \Z

13)J | . ' \‘\(

14) ' . . \

15) \

N\

16) .

The statement above, consisting of ~3 page(s), Is made of my own free will. No one has threatened
me In any way or promised me special treatment to cause me to make this statement. | am signing my
name in the space below to show that it Is my statement and it is the truth.

Signed:

Witness:

YCSO, (09-2000) . Form: Statement 1
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Carduff was asked to describe his and Kayla’s ré!ationship and their interaction with Owen, He Stated that he ang
Kayla want to get married someday. He stateg that since Qwen tame along things have been a little Stressed. He
stated that he Jost his job in December after missing too much work when Owen got sick and had to go to the
hospital, :

little while, Ha stated that he stayed with friend in Concord N¢ during that time, Carduff Stated that he was able to
move back in about 3 or 4 days ago.

Carduff stated that since he Is not working he keeps Owen by himself while Kayla works, Ha stated the she usually
goes in at about 3.0 In the afternoon and gets home sometime around 10:30 or 11:00 at night. Carduff stated that
when it is just him and Owen, they watch TV or he might try to 8et Owen to move around in order to help his
balance and strength. Carduff stated that Owen s a happy baby most of the time, He stated that he sleeps several -
times during the day and only 8ets up a few timeg at night. Carduff stated that sometimes when Owen Is fussy, he
will take him for 5 ride in the car which usually puts him to sleep, ‘

Carduff was asked to detail his and Owens activities for this past Sunday which was the day before Owens injuries

were discovered, He stated that Kayta took Owen to church in the morning, He stated that they just hung aroungd
the house untjf Kayla went to work at about 3:00 that afterhoon. He stated that Owen was fine most of the day

flown to Charlotte,

The workings of the Polygraph equipment and the telting procedure were explained to Carduff, The questions to
be asked on the test were reviewed with him. Carduff was asked if needed to use the restroom and if he wanted 3
drink of water, He declined the water but did ask to yse the restroom, He was escorted to the restroom by Det.

Patterson and then back to the polygraph room.

The polygraph test started at approximately 20:10 hrs. and concluded at approximately 20:30 hrs, Cardufts
responses to the test questions were indicative of deception, ’

It was explained to Carduff that he had faited the test ang he was asked to explain again how Owen hag been
Injured, Cardyff began to cry and stated that he had accidently dropped Owen while carrying him down the steps
this past Sunday night whije Kayla was at work, He stated that Owen Was strapped in his car seat when this
happened and that he was going to take Owen for 3 ride to help him Botosleep. Cardyff stateq that Dwen was
very upset and crying after he was dropped. Carduff stated that he went ahead and put him in the car and trieg to
calm him down by talking to him. He stated that he rode around with Owen yntij he stopped crying.
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interview with Michael P, Carduff
January 11, 2010
Moss Justice Center

Det, Doug Pattersan

a2

On January 11™, 2010, Michael Carduff reported to the Moss Justice Center to voluntarily take a polygraph
examination, The polygraph was in reference to Carduffs four month old son, Owen, who had sustained head
injurles that were cansistent with Shaken Baby Syndrome. Carduff, his son, and girlfriend Kayla, live on Gauldens
Park Rd. {n York County. The polygraph was requested by Lt. W. J. Mlller with the Yark County Shenff's Office. The
case agent on this case was Det. Amanda Carter, The polysraph was to be conducted by Det. Doug Patterson.

Dat. Carter escorted Carduff to the polygraph room at.approximately 18:50 hes,

Det, Patterson Introduced himself to Carduff as a law enforcement officer. Carduff was provided a farm contalning o

the Miranda warning. The rights portion of that form was read to Carduff. He acknowledged verbaily and inwriting
that he understood his rights. Carduffwas asked to read, out loud, the walver portion of the form, he-did so with

" no problem. He acknawledged verbally and In writing that he understeod the walver and that he was willing to talk

to police and answer questions. '

Carduff was provided a form contalning the Consent To interview With Palygraph. The rights partlon of that form
was read to Carduff. He acknowladged verbally that he understood his rights. Carduff was asked to read, out loud,
the walver portion of the form, he did so with no problem. He acknowledged verbally and in writng thet he
understoad the walver and that he agreed to the use of the palygraph.

The extent of Owens injuries as known to Det, Patterson wera discussed with Carduff, He was asked If he did
anything to cause Owens Injurles, he replied no. He was asked If he knew who had caused Owens Injurias, he
replied no. Carduff did state that he and his wife had discizssed Owens injurtes In private and they did not have any
Ides how Owen was injured. Carduff was asked If understaad that Owens injuries could not have Just happened,
that someone had to have did something to Owen to cause the injuries, he replied that he knew that was true,

A pre-polygraph work sheet was completed on Carduff, He Is an 18 year old white male. He reported that he
finlshed the 11'" grade. He reported that he has been unerployed since sbout the middla of December 2009.
Carduff stated that he and his girifriend Kayla have been together for about 2 years, they have lived together for
about a year. Carduff reported that Owen Is his and Kayla's only child. Carduff reported that he Is In good health,
He reported that he Is taking an antiblotic due to having a tooth pulied about a week ago. He reported that his
mouth does not bother him at all. He reported that he does not do any kind of Iegal drugs or drank alcohollc
beverages. Cardulf reported that he was charged with possesston of stolen goods when he was 16 years old. He
reported that he has ne other criminal activity In his past.

Page 1
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Carduff was asked to describe his and Kayla’s relationship and their Interaction with Owen, He stated that he and
Kayla want to get marrled someday, He stated that since Owen came along things have been a little stressed, He
stated that he lost his job In December after missing too much work when Owen got sick and had te go to the
hospital,

Carduff stated that since ha lost his job he and Kayla have been argulng. He stated that she made him leave fora
little while, He stated that he stayed with friend n Concord NC during that time. Carduff stated that he was able to
move back In about 3 or 4 days ago.

Carduff stated that since he Is not working he keeps Owen by himself whiie Kayla works. He stated the she usualty
goes In at about 3:00 in the afternoon and gets home sometime around 10:30 or 11:00 at night. Carduff stated that
when it Is just him and Owen, they watch TV or he might try to get Owen to move around in order to help his
batance and strength. Carduff stated that Owan s a happy baby most of the time, He stated that he sleeps several
times during the day and only gets up a fow times at night. Carduff stated that sometimes when Owen Is fussy, he

- will take him for a ride In the car which usually puts him to sleep.

Carduff was asked to detall hls and Owens activities for this past Sundav which was the day before Owens Injuries

were discovered, He stated that Kayla took Qwen to church In the morning. He stoted that thay just hung around

the house untll Kayla went to work at about 3:00 that afternoon. He stated that Owen was fine most of the day

and evening, Carduff stated that Owen started getting fussy at about 10:00 In the evening. He stated that he put
Owen In his car seat and then put him in the car and rode around for awhile trying to get Owen to fall asleep. He
stated that he and Owen got back home at about midnight. He stated that Kayla was at home sitting on the coach,
Carduff stated that Gwen was asteep so he carrled him into hls bedroom and put him in his crib.

Carduff stated thet Owen woke up twice during the night and both times he was the one that got up to check on
Owen. He stated that Owen would not eat, but he appeared to be okay.

Carduff stated that Kayla got up to check on Owen at about 9:30 am and noticed that he was having seizures. He
stated that they took Owen to the hespital In Rock Hill and that the doctors there decided that he needed to be
fiown to Charlotte.

The workings of the pol{:graph equlpment and the testing procedure were explained to Carduff. The questions to

be asked on the test were reviewed with him. Carduff was asked f needed to use the restroom and If he wanted a
drink of water. He dedlined the waster but did ask to use the restroom. Re was escorted to the restroom by Det.
Patterson and then back to tha polygraph room.

The polygraph test started at approximately 20:10 hrs. and concluded at epproximately 20:30 hrs. Carduffs
raspanses to the test questions were Indicative of daception.

It was explalned to Carduff that he had falled the test and he was asked to explain agsin how Owen had been

Injured. Carduff began to cry and stated that he had accidently dropped Owen while carrying him down the steps
.this past Sunday night while Kayla was at work. He stated that Owan was strapped In his car seat when this ’

happened and that he was golng to take Owen for a ride 1o help him go to sleep. Carduff stated that Owen was
vety upset and crying after he was dropped. Carduff stated that he went ahead and put him in the car and tried to
calm him down by talking to him. He stated that he rode around with Owen until he stopped crylng.
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«  Clinlcal Membeorof Avea of Speclalty:

SCPA, 8CALP, SCAPP Counseling Psychology,
APA, ACFE . APA Divislon #1%
J. Patrick Goldsmith, Ed.D.
PSYCHOLOGICAL ASSOCIATES, P.A.
Post Offles Box 669
Lancaster, South Carolina 29721-0669
Telephona/Facsimie (803) 2834004
- STATE OF SOUTH CAROLINA ) INTHE FAMILY COURT
' ) SIXTEENTH JUDICIAL CIRCUIT
COUNTY OF YORK. )
South Carolina Department ) L
of Soclal Services, ) . REPORTOF
] Plaintiff;- ) PEYCHOLOGICAL BVALUATION:
Versus-
} Flla Book #10-DR-46-314

Michael Carduff, )
Kaylalythgoe;, )
Charlofte Willlams and )
Lany Willlams, )

Dafendants. ;
Intho Intatentof.  AuuaEimNgte )
-OwenIEEER, DOB: NI 3
AMinortnderthoAgeof 18. ..
EVALUATED:

© Aprit 19,2040 19 year-cld mother Kayla Lythgoe

REFERRAL INFORMATION:

This ninatesn year, ten month-old single, Caucuasian famale was referred for paychologiosl
gvaluation by Arnatte Y, Dye, Human Services Speclallat Il with the York County office of South
Carojina Dapartmant of Socia! Services. One of numerous Recommendations to ba submitted to
the count by that agency was that Ms. Lythgoe complate d paychalogleal evaluation *aid comply with
the recommended treatment resulting from the-evelluation”, Guardian ad Litem Lauren McCauley
sleo mquested: that o paychologioat cvatsation ba-complated; the purpose belng “to determine
whether or not she has the meturily and Tntellestual domprehenston to care for a child with the
- geverg and complex needs that Owen now tas”, . : .
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at Faml!y Faith Ohnsﬂan canter

INFORMATION REVIEWED:
DSS forwarded roughly an inch and-a-half of and racnrds partaining to this case. !ncluded ware;

IR | madical racards re; birth of Owen CEE Pledmont Madical Canter.
2008 Rock Hill, Sauth Caroling
Decamber 4-5, 2009 madical records from treatment of Oweh st Pladmont Madicat Center
January 11, 2010 maedical records from traatmait of Owan at Pledmont Medical Canter
Janudry 11, 2010 Affidavit and Arrest Warvant.of Michaal Patriok Cardaff: J-169399,
Children/Untawful Condust Toward A Child,
signed by Judge Leon E. Yard
January 1 1:20, 2010 ‘Transfer Summary of treatment.at Padiatric Intensive Care Unit
Levine Chifdrert's Hospital, “CarolinanMedicat Canter, chadoma
North Carolina
January 20:26, 2040 records of servicas rendered atHosploe & Cammunity Care, Rock Hill-
{owd ditas. glven) (2) articles from The Harald re: Owen NN
Fabruary 10-17 recards re: traatmerd ot Carolinas Rahabllitation, Levine Hospital
February. 17.2010.  Affidavit of imminent And Substantial Dangeranc Affidavit of
Reascnable Efforts Ex-parfa Removal, each signed by
Diva Hemphill, Huran Sarvices. Spedallst
o  South Carolina Department of Suclal Services, York County.office
Fabruary 17, 2010 Complaint for Ex-page Remeval filed by uavw E. Simpson,
_Aftorney for Plaintiff, 8.C. DSS
Februaty 17,2010 Ex-partaOnderof Removal signed by The Honcrable Henry T. Waods~
March 13, 2010. Bpacial Conditiona of Bond Qrder, Casa No.: J-188212,
Inflicting Gragt Baduz\Hann Upon'A Child,
, Stata of South Carolina vs. Michael Patrick Carduff, signed by
, The Honorable Clayburn S, Burnette, Junior, Bond Court
(undated; unsigned) S.C. DSS Court Information Sheet/Supplemental Repoit
o proparad for 35-Day Removal (Marits) Hearing
o March 18,2010  $.C. Guardian ad Lism Program Report and Renomméndaﬂons
of tha Volinteer GAL, Lauren MeCaulay
Apiil 22, 2010 telephona consuliation with Annette Dye, HSS II, York County 0S8

' msﬁ,HlSTORY: '
. Chattotte. (005: (SRR ) and Lary Witiame (DOB:{ESIE NN are the mather and

stapfather of KaylLyhgoa. -

igoe reslded with her paramour, Michael Patrick Carduft (DOB: B
elghtaen ysar-old Ms. Lythgoe was induced at Pledmant Me
vaginally deliversd at forty weeks gestation Owen (Il son of ninetesn year-ald Mr.
Bacauae shahad untreatad Group B Strep, Owen spent two days In Meonatal ICU, Motherand son
breastfed well, and Owen was 10 nurse at least every two hours, wiich would help with Jaundice,
Owen passed hearing screenings for both ears befora being dlsd\arged home on Septerber 11

The Lylhgoe-Cardiuff famlly resided at . IR in Rock . Hill, within. walklng
distance of tha Wifflams. The Wut!amsw«smvety aoth ln the cave of Owen and frequently babysst,
Sitters were ortly ocoaa!onany used, and Mrs, Williams provided chidcare for Owen during the day.
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On Decamber 4, thres month-old Owan was taken to PMC “unresponsive and tethargle”. After
evalustion, he was transferred to the Pediatre Intensive Care Unit of Levine Children's Hospital.
There, Owen was found fo have two subdural hematomas, cause uriknown, Hewas dlagnosedwith
an acitte, life-thréatening event, rule out non-accldental trauma, and thus on Dacember 8, D83 was

notified and bacame involved. Levine's soclal worker reported o obvious signs of abuse ornaglact,

and Levine mostly had concarns for lack of aupervision. On Decamber 8, Owen was discharged
‘hore to his parsnts with Instructians ta take spectal care of i, riote and report any changes inhis
condition-and immadlately seak medical care If anything unusual occurred atall withvhim. Owen
was torelurn ln two weake for repaat skefatal sunvey; his parants wereto pay closo atterdlon o him,

notleave hilm alone arunatterided and manitar for shanges in mentel status, Increasud lethargy, and

onset of vomiting. DS advised parenting classes and & Hiorne evatuation upon dischargs.

On Friday, January 8, 2010, Ms. Lythgos saw & brulse on lour month-old Owan's forehead, buttold
noone.and sought no medical attention ar folfow up. That Salurday and Sunday (10" and 11), she
waerit towork and Mr, Cardff kept Owen. Mr. Carduff admitted thaton the night of January 10.oron
the 117,.tie:physicaliy-shook Owen “out of frustration® and did not notify anyone or seek medical

treaiment. Januaty 11, sfier Owen began jerking and shaking unconfrollably, hatook him ta FMC.

Owen was selzing upon amval and found to have nwifipte-acute subdural hematomas and multiple

‘brulees onhis chest, aims, chask andlegs. Upon inquiry, his mother stated-an old, brownleh brulse
‘o his upper chest waa from “scrafching himself”. Rook Hill Police were notifled for poasible abuse

jod 1o Inventigate bisfore Owen was alrlifted to Levine's PICU on that same date.

Askad at Owen's January: 1T admiaslon ta Levine about his chest bruise, his parents stated he
“musthavi scratched hmself, Krs. Willlams told staff sha had seen a “goose egg” onthe mkidiaof
Owon's forehead on January 8; she had asked Mr. Garduff it had ocourred, and ha told her Owen
*must havassratohed himasl’, PerCase Manager Dye, wher he was atimited, Ms. Lythgoo stated
that she was retuming to.Rock Hill t get clathing and was gone several hours, Law Enforoement
ieportad sha instead diove to Mass Justica to be with Mr. Carduff whils ha underwenta polygraph.

-On Januery 11, Mi. Carduff was arasted and charged with Unlawfidl Conduct Toward A Child,

Accarding to Annstte Dyg; Levine expressed concemthatMa, oe had ho bond with Owen and
*showed no entofion with him". Owen was in critical conditton for several days. He seized
thraughout January 11-and 12 and was found to have bilateral retinal hemotrhages and acute on
chronia non-accidental fraumatic brain injury with agsoclated neurclogical deficits, Mes. Willams
informed The Herald, to whom she provided at [east two Interviews, that he could not move, et or
drink. She stated dootars sald tests showad 70% of hia brain was damaged and he was eo badly
Injured, i wa chose to keep him alive, the doctars tald us Owen woyld basically ba a vegetable”.
On Jdanuary 15, the family requested DNR status. When Owen showed Increased spontaneous
movements on his January 16 axem, family rescinded the DNR, Gonsulted orvdanuary 18 regarding
his. /16 MRI resufts, Neurgradiology agreed Owsn's prognosls was very poor, and on that date,
M, Lythgoa and thie Willlams agreed o again withdraw support and make Owan ONR/DNI, After
axtubation, iebreathed independently, Onthe 18th, Me. Lylhgoe tequasted withdrawal of all care,
Including fiuld and autrtional supplementation. She alsodacided to transfer Owento a hosploa.

On January 20, Ms. Lythgoe and the Willlams teck Owen to Wayne T. Palrick Hoaplee House In
Rack Hill. Owenwas e first baby Hospica House had carad for. He was given Morphine forpain,
Acoording to attending MD-Amy Robbins, after twenty-four hours fhere, Owen began making a
sucking motion, which he had not done since his injury. The family decided to give him nutrition -
Padialyta and formula, Gwen began acting mare tike @nomnel baby, even crying and fussing he
had a messy diaper. On January 22, Qwen took a bottie, the family rescinded his DNR and agked
that 1t be destrayed, and plans were inltiatad to transfer Owen ta a rehabilitatton facility/center.

¢
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On Januaty 25, the Willams drove Owei back to Levine, Simple, nommal four month-old tasks had
to be ratsamed, and QOwan undarwent dally physical therapy and staff worked with him on ‘motor
akills and coordination, All of Ms, Lythgoe's visitation was to be supervised by her mother. On
Janyary 27, D88 racelved a report that while in Ms; Lythgoe's pressnce, Mrs, Williams was rocking
andfeeding Owen, Sha lost her balance, the chair fali out from under her and she fell on the floor,
-Owen, who was on har shouldar, hithis head agalnst the wall, leaving a red mark. Staff belleved
“tha story does seem.a bit odd”. Consequently, mother and grandmother's visitationwith Owenwas
tabe supervised 24/7, Onthe 28%, both grandparents requested Qwen ke discharged soon sathey
aould conitinue therapy at thejr home; Or. Winderlich éxamined Owen with a rasidant, and bothhad
“concems with family’s abliity to providea sale discharge for Owsn at this paint in time", Or.
Wundarlich's 20™ note reads! "Ak this time, | have congeme with return to matemal grandmother's
home secondary o th incidént. | betieve foster family placement would be a safer option,”

Par hospltal records; -gt-somea point, visitaion by both.Mr, end Mrs. Willlams was required to be
supervised 24/7. Pat The Harmid, they startad the Owan Cilii] Foundation to help ralse money for
Owan'arehabliiitation, rdlse awareness of Shuken Baby Syndrome and edusate ather teen parents,

On February 4, 8S Indicated both of Ower's parents for Physieal Abuse. They also recommended
thalr placement on the Statewide Central Roglstry of Child Abuse and Naglact. Also that month,
“The Honoralile Henry T. Woads presided ata olosed heaving regarding how Owen shoild be fed,
Me. Lyihgoa wanted: hin to be able to survive without Invasive measures, such as-a gastrostory
tube, and stated she:felt that *if he could do it an his own, then it was ‘God’a will' for him to five”,
While Levine warked-with Ms, Lythgoe to ratum Owento her care, sha becaivie verydistraughtand
stated she did not think she would-be ableto.care for him. DSS noted sherhad failad twice to keep
Owen safe from violenes that caused acuta-and chronlo braln injuries fronvnor-accidental trauma
.and dld notdemonstrate.capacity, abilily o judgment to safely care for himon aninpatientunit, The
only rélative she agreed to for placement wes her mother, who was excluded due to her ctiminal
record. Thus, on February 17, D8S filed a Complalnt and recelved custady via en Ex-parg Order.

On Febtuaty 17, Levina wrote that refetvala had been made to BabyNet, finterim Home Health and
Advanced Home Health. Nutrition was fo b supplied by WIC, which Ms. Lythgos was.to racerlify.

The lelter definaated numerous servicas, visils, mestings, treining and care necessary for Owen.

On February 18, lesa than a manth after life support was caasad, Leving discharged Owen. Mrs,
Willams' inaldent with the rocker led to her care of Owen being questioned and her visitation being
prohibited ae of Februdry 18, Qwenwas placed in a therapeutlc foster home in Lancasier County.
Thefoster mother, o Licensed Practical Nurse, works weekends. One pacentisalways present, and
. thelrelaven and fourtesn yaar-old daughters ars in the home. Owen has moblity, sight and head

impalments, permanency as yet unknown, and recelves on-slte speach, oocupational and physlca
therapy, He has a gastrostomy tube for Intermittant feadings, takes medications to coritrol selzura
aciviy sl needs early intervention, many medical procedures and closa abservation at all tmes,
Medical providers have are uncertain whether he witl be blind or paralyzed for the rest of his Iife.

The Special Condilions of Band Order, signed March 13, showa Mr. Carduff charged with
Infiicting Great:Bodlly Harm Upon A Child and restrained from any contact with M. Lythgoe ahd
Owan. He was denled bond and remains Incarcerated at Moss Justice Center.

Law enforcamant has not charged Ms. Lythgoa. She wants custody of Owen. She has a full-ime
job and housing and has cooperated with DSS. Sha goes to Owan's foster home foc all visitation,
which must be supervised, and joins hig foster parants on his appolntments.
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Mr. and Mrs, Williarns appear to-have significant influence on Ma. Lythges, and she confinually
shifted care of Owen and all of her medionl decisions to her mather, Guardian gd Liter McCauley
wrote, “Having ohserved an interaction with Keyla and her mother at & Treatment Plan Masting,
where Qwan was brought by the foster pajents, | hava concerns about thelr comprehension of the
physical neads of this baby... . The gasirestomy tube concems them: Theyappearafrald of . Kayla

did notkaep herself abreast of paparwork for Owen and his Medicald was terminated. | hellsve it -
- willtake fntonse tralning and a maturity that haa not baon demonstratad by Kaylato beable

to manage the day $o day-care of Owen, She hus to support harself, which requires hsr to work
and Owen should not go 46 a dayoare sefiing. Mrs. Willlamsa does not meetthe requiremants tabe
‘dwarded custody 6f Owendue to s charge that was hroughtggainst her, 1sss than & years ago. She

would fike to take cdre of Owen as well, but the racking chalr incldent, althaugh accidental, Is an

‘axample of the lack of undarstanding of how inattention fo detall could ba détrimental to Owen'swell

belng.’

CLINICAL INTERVIEW.AND BEHAVIORAL OBSERVATIONS:

M. Lythgon was accompanled fo the office by her motier, Charlotie Willlams, and arived antime
for her evailmbion appointmant. She was senalbly and camfortably attired for o occaslan.

Ms. Lythgow was orfentad to time, place and person. She danled anycurrent problems or difficulties
with headeches, dizziness, blumed vislon, anxety, depression, hallucinaions, nightmares, sleap
snsetand slesp thtsrvuption.. She stated shels maintalned on no medication, She stated thatshe
fasintever seen a psychologst, psychlatristormental Health worker; and madeit vary clear thatshe
doss not belleve that she needs to. '

Accarding to Me. Lythgos; she took har first drink ot age skteen. She raported her maximum
tolerance within a twenty-four hour interval s twobeers. She statad shetypicaly dosanotconsume
aleohol, and her most nacant Ligs was at.age sixtean, As concems use of any lllegal or fon-
prescibed drugs, she stated that she has used Marfuena an‘ane occasion,

s, Lythgue reported that she comipletedtenth.grada. ;Dmin? eleventh grade, she quiteshool, She
stated she had heen maintalning a long-distance relationshlp with Mike Carduff, and went to live
with-him and his parents in Concord *because | had-a bad home life".

Atthe prasent time, M, Lyﬂvgoeeonﬂnuestdmsldeat R ERIRRIRRY in Rock Hill, 8.C..
Bhe reportad that as of this July, shewill have been employed with Walgrean's for two years,

‘When ! hadingudred of Ms. Lythgoe reganding her understanding of why she was here, she replied
simply, ‘Procaduns”, Asked what sha meant by that, she responded, *If m still ft siter all L have
been through®. As there eppeared to be e good deal of denial in regard to the serlousnésa of her
‘prégent clreumstances, | asked i there wars any chargpa‘hgalna’t her, Shafinally responded, “Yes,
Neglact” | asked what that meant, and she replied, ‘I don't reafy think # was neglect”

Mighael Garduff, father of Owen, stands chiarged with Unlawful Contact Toward A Child and has
‘admitd shaking their infant out of frustration. | inquired regarding their relationship. Ms. Lythgoe
statad shia and Mr, Cardaff have bean tajether two years and never manied “bacause of monay”.
.She Indicated they angaged in verhal srguments abaut ance every two wesies and had neverhad a
physica! altercation. he stated Mr, Cardulf had naver used alachol or drugs end was “agalnst €',
8he added, “He. played videos too iuch and wouldnt go. to. bed with me®, As concerns
amploymant, she stated he began working et Food Lion In February of 2008, butin Decenberhad
eimply “stopped golng®. She stated there Is “no chance” of them reconclling, :
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Ms. Lythgoe statad that seven month-old Qwen has been in foster care since Fehruary, | inquired
eégarding Mr. Carduffs relationship with thelr infant. Ms. Lythgoarespanded thatwhen Qwen crsd,
“}checkad for the baslcs: dlapsr, feeding, rocking him to slsep. At times, | joft the reom.unfithe
‘oifed out,” A9 she hiad not.answered regarding Mr. Cdrdull, | Tnquired agaln. .Ms. Lythgoe
responded, *Ha did the same”. 1 asked whether Mr. Carduff ever became fruatrated. Shiaraplied,
“When he did; he would givé tha child tome", She spontaniecusly addad, “| had kickad him out
Bocausa he quithis jobNewVear's Eve, and | told him thathe could niot come back ‘untll you're hot
such g bim and play video games all day'.” She evidancad no Inslghtinto the fiict that she allowed
film to rétum before he sacured 4 job, and my ballef is that he was still exhibiting the same
irrasponsible behavior.

l'asked Ms. Lythgoe if sho belloved Mr. Carduffhad injured Owenon mo,réthan'aoneocmlm $he
repliod; "¥do beilove It happened one time, No; somathing happened In December. th Dacember,

Owenwas taken to the hospital, passad out and blaeding in s braln. |-wea never told thet kwas

Shitken Baby Syndrame. -In Jantary, it happened again. DSS was ivolved both fivise, and after

the first one, they suggasted parenting classes”. She could offer no rational axplanation s to why

ghe had not soughtmedical attention aRer she saw the brilde on Owen's head on Januaty S orhow

he sistained the multiple bodlly brulses dosumented whon he:arrivid dthe hospital the next day.

Asked whether she could-rémember all of har-eary chidhood, Ms. Lythgos repliad, “Yast® Her
account s remarkable, Her mother has marsied thikie, and-she has one albiing, a brother, Her
mother suparvised.an apariment complex and her father was employed in Malntenance. Herfatter
physically abiused her mother wiekly, and she deseribed hirvaa ‘mean, carsless and stupld®. She

statad the worst of his abiuse.she witneased *was himpunching her intha face”. Sheindlcatedihat -

anmany accasions, she wondered why hermther remained Inthe marriage, consldering the abuss
harfatherlificted. Wherraskad whetherher father was en alcohalic, Ms; Lythgos ndicatad thathe
drank, but did nat address the question of alcohollsm: Ypon further inquity, she did state that he
typleally coneumed a six-pack of beer a day, which certalnly satisfies ariteria for addiction. When

Ma. Lythgoa wahféhvéﬁ'ypa'rh-md; fier parants divercad, Hermother nextmaried a *nalve, lsolative
and quiet’ manwhio neglected-and verbially abused *mom, notme', weakly. She denled anyuse of

gloohal or drugson hig part. When Ms. Lythgos was sevanteen, ker mother divoroad again, and
when she was ninetaen, fwr remarred agaln. Ms. Liy(?dace denled.any sexual or physicalabuse of
hamself- and any nightmares during childhood. A again whather she folt that she had any
problems or lssues that needed to be addressed iy tharapy, she replied, “Not*

1 lngulfed regardirig what Ms. Lythgoo knsw.about Mr. Carduffs childhaod and whiatherthere huad
been ahy abuse. Her description of his chiidhood was idylllc: She stated his parents have anintact
marriage and-are both employed. Afthough Mikehad two sitlings, he s the favarite of his mom,
urid he geta whiateverhowants®, He.was raiead in Florida, and “went to Disnay World afl thetime”.

. As - child, hie was “into-racing go-carts”. ' When he was shdeen yoars old, the famlly moved to

Cancord, Mike'a parents bought bim a car for his biithday, constéhlly gavé him maney and when
she lived with Mike Iy thelr home, there was rio fent. Sha stated Mike's twenty yaar-old brothsr has
never warked and efill resldes with his parenis. ‘ '

TESTS ADMINISTERED:
Bender Visual Motor Qestalt Test

‘Wide Range Achlavament Test - Fourth Edition (WRAT4) (blue form)
Ratter incomplete Sentences Blank (RISB) - Aduft Form
Human Figure Drawing - Draw A Pargon

(DAF).
‘Minnesota Multiphasic Personallty Inventory - 2 (MMPH2)
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Ms. Lythgoe's Bender Visual Mator Gestall Test reproduction Indicated no significant perceptual
motor-pgviroblam. : '

Achlevement testing, utllizing the Wide Range Achievement Test-Fourth Edifion, yleldad the
following scores and equivalenclas: .

ST T e | STaND, | CoNROENCE Toomr] | craos. | perecns
susTesticouposine | % | Slore | WAL Jus ﬁgu% sranns | GRADS: | Penrinics
Word Reading B[ 62 | r4et | 1@ T e | beew
A . avemﬂedo‘ﬂ#
8 englon | : A i R
5 g - - - - - :
£ tath Computation 38 | 66 | 7688 |6 | 29 | 3d | 61 [ below
- Rénding-Conposite ) )

The thiee pelnt difference between Reading aind Math Subtest Standard Scores was nat at-a
sufficlent 1avel of statlstledl sigrilicance or prevalence In the standardization sample to warrant

turtherinvestigation;

Significant responees Ms. Lythgoe provided to incomplete Sentonces Elankprampts follow, with no
oorrections to-gpelling or gramman: ,

{ want to know why sama things have to happen.
Back haria when | was a Kid, things ware eslér [slo].
1 regret ot paying more aftention

{Man sire confuging

The best thing -about me Is my parsonality.

'f' mfx lova fa the Strongest; most veal love everl
My greateat fear is belng-alone.

| can't waltto got my son Qwen back!

My nerves ara sirong

| suffar whan | gat cut off fron my family and friends. .
1 falled with finishing school, .
‘Mymind is full of thoughts.
I'naed to move, | fidget.a lot [slc]. Always have.
Mariaga ls somothing { look forward fo. ~
. What pains me Is to see paople traated unfairy.
This pace ls horing,

|- am very u : :
The anly troubls [ have with myself s welght lose.

| wish that {'could have finished School.

My father (3 dead to ma.

I secretly want 1o livé with my mom forever.
My graatest worry Is never getting Owen back.
Most women ara amartt

D8SYE 0076
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Ms, Lythgoe's Minnesota Mulliphasic ‘Personsilty Inventory-2 produced a valid proflle, Thess
patients tend to be somewhat defenalve, They ara probably reluctant to.ad mit prablems In some
areas, but willing to admit problems in other areas. Further interpretation of Ma, Lythgoe's MMP2,
with changes basad an results of her clinjoal Intarview and projective testing, follows:

. Thess are typlcally gregarious; outgeing, soclable Individuals with good endlal tachniques. Although
they nieed o ba with othere, ralafionships are-apt to be supaifiofal and lnsingere. Thay tand to
overresotto socidl stimufi and be argumentative and may provoke resentmant and hostility n others.
Qttiers iy see them s difffault ta deal with, ovar-roactive and prona to mispercelve saclal stimull,
They may also be percelved as alaof and uninvolved. .

Such scares indleale'a verbally expreseive individual who may undar-control emotidns. Prominent
Taslings probably inétude hostility and resentment, and family members are likaly to be the foous of
atleasta part ofthuse faelings. Feelings may be directly stated or éxpressed passive-aggressively.
‘uch goorés may indloate a competitive, fighty, Immature, opportunisflo, verbally fluent individual.
‘Extiblionism and selfindulgence oan be presant.  Difficully- dalaylng gratification and Impulse
controf protilams are possible, Thiese peoglamaybaguarded, stubbom and touchy and overreact:

to crificlam. Paranold traits-may include over-sensitivity and dpidity.

Similer people may think differently and have unique visws abaut the warld, Thelrthoughts may.be
creative, avant-garde-and Imeglnative, but excessive daydreaming and avoldance of realily through -
fantasy are possible. -Abstract intarosts. and neglect of pacple and practioal matters are -
concelvable; Theycanbe selfcritical and diasatisfied and worry about minior problems and meeting
responsibiliias. Feslings of being mistreated and suspiclousness may be appanant. Theso patients
can hold.on to minor hrts, harbor grudges; blame othere for probleims and emphasize thelr rationsl.
alde. - Projactlon, rationalization and intellectualization may be used excessively. Schizaid
processas may bapresent, A thaught disorder and paranotd features are passibls.

‘Thuserpafiants wiltnot ke to dlswsaﬁx:nl?roﬂam, Rapport may be difficult & estabiish, and this
could be due to thelr suspiciousness end ovarseneiivity. Others may be sean as the cause of
problems. Eary termination.of therapy I8 typical. Prognostic indication is poor.

DSM-V DIAGNOSTIC IMPRESSION:
AXiSt: 3004  Adjustment Disorder With Mixad Disturbanos
of Emations And Conduct .
AXISI: 89018  Dependent Personality Disorder

AXIS IV: Saveare Siraasors dus to 088 and lsgal Invelvement

GLINICAL FINDINGS AND CONOLUSIONS: ,

Even though | am nat at ell sure that there is not more Ms, Lythgoe could have reported ragarding
et childhood, many of her pressnt issues appear to have originated in her family of origin, which
ghe Indicated she attempted to escape whan sha moved out of her home and i with Mr. Garduff
and his family. Medioaf University of South Caroling’s Grimina! Viclence Research Canler indioates
that witheasing aibuse of a significant other during formative yaars often creates the physlologlcal
reaction of Postivaumatic Stress Disordar, and this may well have resultad in “hysterical blindness” -
in regard to Mr. Carduf.. .
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- Ms. Lythgoa cleaily has neinsighit in regard to her ssuss, which.are important for hertounderatand,

Her long-standing defensa machanisms serve to proteat her from ident fing herownroleinmatters,
as well ag herfinding of Neglect. She very much tanded to.derry and minirize problams in herand
paramour's relationship. Sha does nol underatand the irresponsibility of her father and samie.
irrgspansiblilty In Mr.. Cardufl. In all likéllhood; her tremendous blindalds in regard to men is
modeled aftar hor mother. She vary well may also'be éntotionally emeshied with and sxceselvely
deperidéitt onher mother dua to-a trduma-bond—- Taee o i = mm

Whsther Ms. Lythgoe moonciles with Mr. Carduft or nat, she still poses athreat to Gwen uifi she
undarstenda fer issues and fallura to protect. Al thistime, she hasinounderstanding of thees and
does not belleve neglect was involved. ’ '

One Cinlal Scaite on Ma. Lythigoe's: MMP-2 fall within hospitalized psychlatric renge. Records

 ‘conveywherrQwenwas inpatientatLavina’s réhabilitation unit, she falled lo demonstrate capactty,
abifly orjutgmant to safaly.cars for him andbecame very distraughit and said she did nofthinkahe

woutd be ablo b cata for him, Owen's Guardian expressed conoerns abouther and her mother's
comprehenslon ‘of Owen's physical neads and Me: Lythgoe's maturity, fallure to keep Owon's
Medicald ciivant, and ability tomanage hiaday-to-day care. Owen'is a Special-Negds child. Al of
‘(hoge factors, in addition to Ms. Lythgoe's depentency and cther uresoivad lssués, indicate avery
poar pragnosis for parenting. : o

Desplte thefeotthat s, Lythgoe dous notbelleve shia has any probilsms and any heed for therapy,

her resolution-of excessive dependsncy-end seues with man I extremely important and best dealt
with In therapy. '

Awould recommend that Mr. Carduff be-evatusted end results of thigevaluation beforwarded to his -

evalugtor, as il lnfarmation may have dbedring on his eveluation.

J, Patdck Goldsrith, Ed.D.

Licansed Counsaling Psychologist, APA Diviston 17 -

South Carolina License #262 _

Fallow, American College of Porensic Examiners

Diplomate; Amarican Board of Peychclogicsl Speclaities,
‘Parengle Peychology

.10
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Dictation Page 68 of 101

reporter that Owen was doing well at Levine's Children’s Hospital ariq the baby is no longer at Hospice-she
informed the reporter they gave the baby some sugar water and the baby begin to suck the boitl and move,
Detective Carter eventuaily came from the back and asked Casd manager apd Kayla to comie to the back to
the conference room, While in the conference room Detective Carter informed Kayla that she and case
manager Hill wanted to follow up with her. Detective Carter and Cage nianager spoke with Kayla about the )

recent incident with Charlgtte rocking Owen and flipping over in the rocking chair. Kayla said she was

chest-she thought that the baby may have scratcheq himséif-they took the baby to Piedmont Medicai
because they.were afraid it would take a long time for the ambulance to get to the home, Kayla talked about

Temember-she stated she kicked him our around New Years Eve and he catne back on the 4 ot 5th of
January. She stated the argument was about him pot being msﬂoqsﬂ:le and caring for the baby and not
having a job in which he quit his job. Michael's interaction/concerns: Kayla stated Michae] had not done

who told her that-she stated nobody-Case manager asked her about the conversation at the home and asked
her about the booklet and brochure-she stated she remember it however ghe forgot all about it and did not
think no more about ir. She stated she felt if they wire parenting classes she fee] ag though Michae] would
not have dope what he dong. Case manager asked her who told her about parenting classes-she stated the
hospital told her then she later said DSS told her about the parenting classes, She stated she though it was
over and it was closed and opened up again after the incident happened again, She stated her mother has
been talking to the doctors and nurses and she don’t know what is going oh with Owen. She stated Case

people that watched the child, Case manager inquired about the pateryal grandparents-Kayla stated they
were never alone with the baby and the last time they seen the baby was for Christmas. She stated Brain

Actions:
Staffing

mhimi-Rlac//O N nazess B
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Dictation

0001545398 - CEEN Owen - 09/09/2009 (E)
Action Date: 2/4/2010

Action Time
Time: Spent:
Input Date:  2/9/2010 Input Time: 12:09 PM Worker:
Service ID: 0001388329
Program Service Type: Child Protective Services Assessment
Authorization:
Support Service ID;
Dictation:
PM 12:09:54 2/9/2010

Case staffed with Supervisor Hinnant, PC W:
Hill for case decision. See DSS Form 3062 in file.

Page 57 of 101

225

Hinnant, Krista

ard, Atforney Simpson, Director Stewart, PC Wallace and CM

Actions:
Face to Face with child/client
Recipients:

0001545389 - Carduff, Michaed - 03/17/1991 (E)
0001545390 - Lythgoe, Kayla - 06/12/1990 (E)
0001545391 - Williamas, Charlotte - 03/01/1969 (E)
0001545398 - Comtll Owen - 09/09/2009 (E)

Action Date: 2/4/2010

Action Time
Time; Spent:
Input Date:  2/16/2010 Input Time: 12:19pPM Worker:
Service ID: 0001388329 -
Program Service Type: Child Protective Services Assessment
Authorization:
Support Service ID;
PM 12:19:53 2/16/2010 .
INVESTIGATIVE ASSESSMENT SUMMARY - SIX

of the maltreatment? R/S two month old male baby has
there is a Fatz Subdural Hematoma which raises the possibly of no geri
has been appropriate with the child. Baby is 2 morths ©old:birthday
Piedmont Medical on 12/4/09 and was transferréd to CMC

PRV APVER DW ., 2 BRI o -

1.00

Hill, Dirvondra

QUESTIONS: 1, Maltreatment: What is the extent -
two subdural hematoma(sizes 3mm and 2mm). R/S
trauma,

R/S parents behavior
was iditially admitted to

York County DSS 00236
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Dictation Page 58 of 101

said they scheduled an appt with his pediatrician fot 12/2/09 at Sunshine Pediatrics with Dr., Paxtor, Ms,
Lythgoe said that Dr. Paxtor said that Owen had a throat infection and a minor cold. Dr. Paxtor did not
prescribe any medication. On 12/4/09 M. Lythgoe said she was pulling in the driveway and Michse] camhe
outside and said that Owen Jjust went limp, but was still breathing and they rushed Owen to Piedmont
Medical Center, Upon arriving at PMC, Ms, Lythgoe said Owen let out a loud scteam and took a huge
breath. Ms. Lythgoe said PMC transferred Owen to Levine Hospital on 12/5/09. Collateral Contact: Laura
Newmark(Social Worker)She stated that she has talked with the pediatric staff and at this time the hospital

or tomorrow and that will be determined By the results of Owen's CT Scan. Laura stated at thig point there
are no obvious findings of abuse/neglect. FYI: owen is in the hospital, seizing, has an acute bleed in head,
more that one bleed, multiple bruises chest, arm cheek, leg, detective carter at hospital, owen ig actively
seizing not a good sign, he is incubated icu on a ventilator, critical condition, parents and grandparents
there, parents report no knowledge of injuries and bruises, much more serious this time the injuries, Mrs.
Williams reported in November she observed the child to have a bruise on his head-she stated she took a
picture of the bruise-Michael and Briag had the child and could not tel] her how the child got the bruise on
the child's head. The week prior to December 4,2009 the child was crying a lot and the parents took the
child to Sunshine Pediatrics and they informed the parests thé child had a throat infection and it had gotten

there were 1o other incidents she could recall after wards until this weekend. Owen was at her homs on
Saturday and she observed looked like to be a scratch on the child’s head-she pliced the child in the light
and observed a bruise about the size of a dime on the child’s forehead. She stated she felt it and it was soft
and full-she stated she observed the nurses and doctors last time checking the child like that. Michael was
asked about the child’s forehead in which he statgd e did not know. He later stated the child sleeps inl the
crib by himself and he maybe hit his head on something, On Sunday, during child the child was sifting on
Michael’s lap and later placed in his camier. When asked to hold the child-Michael would not allow her-
When asked to have the child comé to her home-Michael stated the baby was going home with them, 2.

having a hard time feeding and was not getting Enongh calories-family were in argument with the surgery
however changed their mind-in the end Kayla signed the conant 1o have the surgery. 4. P ing —
Discipline: What are the disciplinary approaches used by the parent and under what circumstances? Parents

parents were working-Kayla is employed with Wel-greens and Michael was employed at Food Lion
however he quit and now is incarcerated with Criminal History-Civil Disturbance-February 13, 2009-R/S
responded to above listed incident location in reference to & civil disturbance. Upon amival R/S spoke with
Josiah who stated that while hanging out in his room, Bagley sat on him at which time he out and
then Bagley knocked him off the bed. Bagley was then pushed out of the house by Josiah at which time he
starting making comments about wanting to beat up. Caleb then stated that Bagley made comments that if
he was not beat up that he was ¢




Dictation Page 242 of 311

HWRC690-ROX " South Carolina Department of Socin) Services 175/2012 10:30 AM
Cise Dictation

Case 1D - 0001113743,

Face to Face with child/client
Staffing

0001545390 - Lythgos, Kayla -
0001556202 - Williams, tarry - RS

‘Action Date; -2/2/2010 Action Time: 1:30 PM Time 225
Spent;

‘vlnputl);afq:_. /172000 Input Flme: 9:16 PM Worker: Hill, Dirvondra

Service ID: 0001388329
Progeam Service Type: -Child Protective Services Assessment
Authiorization:

_Support Service 1

!’!‘ nﬂ‘t‘ﬂn.

'

PM 9:16:21 2/17/2010 -
Pacs to Face with Child/Client-2/2/2010-

MDT Meeting at Levine’s Children’s Hospital 1:30pm

* Prosent at the MDT Meeting were:

DSS agency David Sinpson, Yvonne Stewart; Phyllis Ward, Krista Hinnant, and Dirvondra Hill.
Law Enforcement-Detective Division(York County) Detective: Amanda Carter and WJ Miller

Levine's Chilt‘!rén?s\!lqspimlvi Soclal Worker Linda Browa, Dr. Colleen Wunderlick, Nurse Saer,
Occupational therapist, and physjcat therapist.

The agency was informed that Owen v\lasinot'»ableﬁto take in-enough cslories by mouth and-can not swallow
and can not do it, The family is under: the impression that the baby is doing well however the baby is niot
‘and the baby.-will need a G-tube placerent to help him fo be able to take in snough calories. This is not-
unsommon for babios that sustain a brain Injury. Owen’s sucking has regrassed. If the family agrees to the
g-tubeplacentent the discharge would be pushed back to.make sure there are no problems and to monitor.
The recavery curve would by three months in which there will not be a lot of change afier that. Owen will
need lots of services for his condition. The agency was.informed about the interaction betwesn Owen and
Ryla-the hospital informed the agency the interaction/bonding is minimum and Kayla is really niot invofved-
she usually is seen sleeping a lot of the time. The Grandinother Charlotte is the one that is involved. Kayla
does not really ask questions she plays with the toys during the therapy.

The family was brought into the meeting later<We weore informod that Charlotte had to go home because
she-was not feeting well. Present from the furnily was Larty and Kayla. The doctor informed both Kayla,

SCDS8 0242
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Dictation . S Page 243 of 311

and Latry sbout the recommendations for Owen-Larry had some questions for the doctors and stated
whatever was best for Owen is what they wanted. '

Medical staff spoke about Owen bsing very.disorganized and cant get the milk out of the.bottle, The nurses
have been working with Owen to measure how much calories he is taking In, There was some questions.
about what the: family plan was before he went to hospice-thoy spoke about families never requested to
withdraw nutrition in which they did withdrawn all cate including nutrition from Owen, Owen does not
have state.regulation in which’lre just cries and scréams all the time, Owen hag extensive brain damage-he
sees bright Hghts howeverunknown at this.time if he can see, The medical staff informed the agency if we.
were going to.bring the child into placement the fosterparent would need § days. Atihis time Owen’s
medication tis changed-he is taking seizuse medication and anothér mhedication to help hini. The
occupational therapist stated o hearing test was performed and an eye fo voice-however the child is not
making muoli process. Owen will bave adissbility and require long term care. Hs has a problem’with the
reflex of tona and it doesnot connect-The family needs to understand these things. They have to.be wiling

to take what they.can'get and work with the child.

Pace to Face with chitd/client

Beciplents:
0001545390 - Lythgoe, Kayla - ERNNRE

Action Date:. 27272010 " AcionTHe: Time 025
Spent:

Inpuit Date: 2/16/2010 Taput Time: 11:224 AM Woerker:  Hill, Dirvondra

Service ID: 0001388329 . -
Program Service Type: Child:Protective Services Assessment
Authorization:

Support Serviee XD:

AM 11:24:36 2/16/2010

Protective Capacity Assessment Summary: "
Kayla Lythgoe is the mother to Owen. Kayla could riot determise what happened to Owen in December-
Owen has had several bruises.on him and Kayla never paid attention to' the marks. Kayle depends on het.
tnother to make decisions for the child: Kayla appears immatre-she does not bond with Owen and usually
sleeps the entire time. Kayla stated that case manager needed o speak with her mother about Owen’s
éonditjon: .

Pace to Pace with child/client

selplents;

0001545391 - Williams, Chirtotts - (SN
0001545398 - Cardi, Owen - (NI

ActionDate: 2/2/2010 Actton Thne: . Time = 025

Spent: .

ToputDate: 2/16/2010 Input Time: :31AM  Worker:  Hill, Dirvondra
sdﬁss;ozaa
mbitml:file:/C:\Users\pmwwmj\Documents\get3ek2v.oq4.mhtml . 15012
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! Dictation . Page 72 0£ 101

with the family-Charlotte stated-you see what Im talking about with that rocking chair. Case manager

Actions: : ' C '
Telephone Contact
Recipients:

0001545391 - Williams, Charlotte - 03/01/196b E)
0001545398 - CHEENR Owen - 09/09/2009 (B

Action Date: 1/27/2010 Action 10:10 AM Time 0.25
Time: Speat:
! Input Date:  1/27/2610 Inpat Time: 8:47 PM Worker:  Hinnant, Krists
Service ID: 0001388329
Program Service Type: Child Protective Services Assessment
Authorization:
Support Service ID:
PM 8:47:02 1/27/2010

Collateral Contact
Telephone Contact

Recipients; ]

0001545390 - Lythgoe, Kayla - 06/12/1990 ®
0001545398 - CHEE Owen - 09/09/2009 (E)

Action Date: 1/27/2010 Action 9:30 AM Time 0.50
Time; Spent:
Input Date: 1/28/2010 Input Time: 5:12 PM Worker:  Hill, Dirvondra

P o . Dy P S
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T Page 68 of 101

recent incident with Charlotte rocking Owen and flipping over in the rocking chair., Kéyla said she was
asleep on the couch when it happened. She said her mother Was feeding Owen and the chair fell over and
she got up from the noise of the chair, She said her mother did not go get the murse because she was still in
the rocking chair and Owen had bumped his head. Kayla informed both that her mother toid her to geta

not have done what he dong. Case manager asked her who told her aboyt parenting classes-she stated the
hospital told her then she Iater sajd DSS told her about the parenting classes, She stated she though it was
over and ;t was closed and opened up again afier the incident happened again. She stated her mother has

Actions;
Staffing
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INCIDENT INTERVIEW REPORT

YCSO CASE NUMBER: ;000001027 , LEAD NUMBER;
PERSON INTERVIEWED: Kayla A, Lythgos ‘
DATEOFBIRTH: FZEE_ SOCIAL SECURITY NUMBER:

S ABDRESS-(HOME)JE —— :
Rock Hill, South Carolina 29732 TELEPHONE: IR~
(WORK) walgreens/ Rock Hill, SC |
) TELEPHONE:
DATE OF INTERVIEW. January 11,2010 ' TIME:
LOCATION OF INTERVIEW: Carolina Medical Center Matn/ Charlotte Notth Carolina (Levine) -

PURPOSEITOPIC OF INTERVIEW: Injuries to Owen CIRIEEN

DETAILS OF INTERVIEW:

Kayla said that she worls for Walgreens in Rock Hill, South Carolina. Kay!a seid that she awaken Monday moming and that sho heard her baby
making nolse, (A whimper). Kayla sald that she went into his room and that he was twitching. Kayla said that Owen was blinking and that is eyes
were open and positioned to the side of his eyes. :

Kayla sald that she yelled for Michas!, (Qwens futher), Kayla said that she took the blanket off of him and discovered that Owen had a brulse on his
chest. Kayla sald that she pinched Owen on his right arm as ehe was told by doctor to do the fisst time that Owen was unresponsive.Kayla said that
Owen had on only a dlaper because he sweals when he sleeps, ’

Kayla began to retract what happened befora she discovered Owen twitching. Kayla sald that on Sunday morning that they, she, Michael and Owen
went to church. Kayla sald that this was the last time that she saw Owen undressed before his injuries. Kayla said that while at church that Owen .
vomited on himself and that she changed his clothes. Kayla said this was about 11:30 or 12:00. Kayla sald thet her mother invited them over 1o eat
Chili and that Michael did not want to go so she went to her mothers and that she loft from her mother's home to go to work, Kayla said thet she
went to work around 2:30pm, Kayla said that she did text Michee! throughout the day asking him how was Qwan doing. Kayla sald that Michas!
told her that Owen was cranky.

Kayla said that on Sunday night that she got home from work a Little after 10:30pm, Kayla said that whea she arrived homs that Michael tor Owen
was there, Kayla said thet Michael retumed to the residence about 2 hours later,

Kayla said that she did not actually see Owen when Michas! and he arvived on Sunday Night. Kayla said that Michael was carrying Owen in ths car
sext and thet he wes asleep and wrapped up in a blanket. Kayla sald that Owen does wake up during the night and that normally she is tho one that
gets up with him. Kayla said that however, on Manday Morning around 4:00 am that she aweken, got up and went to the bathroom and that she
inteaded to go in and check Owen, Kayla sald that Miotiael got up with Owen which was very unusual becanse this was the flzst time he ever got up
with him at night. Kayla said that she saw Michael and what she thought was him trying to give Owen a bottle, Kayla sald that she was going to go
further into tha room when Michael told her, “I got it”, Kayla said that she got back into bed,

Kayla said that another thing was strenge. Kayla safd that once I appeared to interview the family that Michael sald to her, ° I forgot to tell you that
Owen did hit his head an the Rocking Chair", This was his explanation for the bruise on his head,

Kayla sald that on Sunday night that she got home from wark & littls after 10:30pm. . Kayla sald that the week before that Owen did slesp alot and
that she took him to Riverview. Kayla said that they told her thet nothing was wrong with him. Kayla said to her he was acting strange and that she
took him to his Pedlatric at Sunghine.

Kayla sald that his dootor said that Owen had a throat infection but they did not give him any medicine, Kayla sald the other time that she was at
work and that whon she pulied in the driveway that Michac] ran cutside with Owen saying thaths was cranky. She said Michael said he woke him
up for a bottle and Owen did not eat. Kayla said Owen screamed and passed ont, Kayla said he just went limp. Kayla said, “sometimes, Michae)
picks up Owen to quick or handle him to rough, 1 have to tell him to be easy". Kayla sald , “T don't think Michael would intentionally do anything
but they say it is Shaken Baby Syndroms". Kayla said that she had just let Michael move back in, Kayla sald that she put him out because he lost his
Job because he wouldn't go to work and that she told him ho had to work.

r
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INCIDENT INTERVIEW REPORT

N §
YCSO0 CASE NUMBER: 201000001027 LEAD NUMBER:
PERSON INTERVIEWED: Kayla A. Lythgoe

DATE OF BIRTH; -___ SOCIAL SECURITY NUMBER:

g .

e el

Rock Hill, South Caroling 29732 TELEPHONE: oSS

(WORK) walgreens/ Rock Hill, SC
TELEPHONE:
DATE OF INTERVIEW. january 28, 2010 TIME:

LOCATION OF INTERVIEW: Moss Justice Center

" PURPOSE/TOPIC OF INTERVIEW: Injuries to Owen

DETAILS OF INTERVIEW:
*This interview was echeduled beforo Polygraph for verification purpases

On this date Kayla was intesviewsd again and she was consistent with her last statement. Kayla sald Sunday Moming we went (0 church and Owen
was fine, He spit up and she changed his outflt. They, (she, Michael,Owen) went back home. She went to Moms for dinner left mmher residence
and went to work,

Kayla sald she got home about 10:30 pm and that Michael and Owen was rot there, Kayla sald that Michaz] came in about 2 hours later and Owen
was asleep, Kayla seid she got up to go to restroom at approximatély 4:00 ara and that Michas] was changing Owen and she looked in the room and
ho told her that he had it.

Kayla safd that at about 10:00 am thet she heard Owen making & squeaky nofse. Kayla sald that she cafled Miohael and he came into the raom,
Kayla said that she uncovesed Owen and asked Micheel how Owen got the bruises. Kayla said that Michael told her that he didn't kaow, Kayla said
that she thought that maybe Owen Jiad scraiched himself, Kayla said that they took Owen to Piedmont Medical Center.

Kayla soid that Michael told her when he came i with Owen the night before that they just rode around and that hs went to MacDonald's to get him
something to ¢at.

Kayla sald that she kicked Michael cut ofthe house because they argued about him not havlng aJob, Kayla said that she kicked him out on New
Years Eve, Kayla safd it was at lenst & week bafore this incident witti Owen.

Kayla said that on Saturday that her Mom saw a bruise on Owen's head and asked her where did Owen get the bruise and that she offered to keep
Owen becanse of the burap. Kayla sald that Michael told her thet this bump was from Owen playlng with his plastic keys. Kayla sald but at the
hospital he told hor that he bumped his head onthe Rocking Chalr. -

Kayla sald that on December 4, 2009 that she came home from work and that M(chanl ran out with Owen aud that Owen was completely lirap.
Kayla said that Michas} told her that Owen was asleep and that when he awaken that he tried to feed him and that Owen would not take his bottle,
Kayla said that Michael told her that Owen yelled out and went limp. Kayla sald that on December 5, 2009, that Owen was transferrsd to Caroling
Medioal. Kayla said that Michael never showed any anger toward Owen, Kayla said, "I did thought that It was odd that night that Michael got up
with Owen because Michacl never got up with Owen or helped with him untess 1 asked”,

Kayla said that she with the help of her Mom deckded to discortinue the Life Support for Owen, Kayla said that they decided that it was not good
for him to live like that,

OFFICER / AGENT: M—aﬂﬂ@b oL aﬂfa
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page 2 (201000001027)

Kayla sald that on the December 4, 2009, episode that Owen did not have any marks or brulses.
Kayla sald that he did have a bleeder In his head and that she was confused because she did not
know how bables Just bleed, Kayla said that one of the Nurses told her that Infants could do

Py Y
thetinthe-Womb:

Kayla sald that the Murse told her that there s not a cause for everything. Kayla sald that the
hospital did 2 full body scan.

Kayla sald now, it seems that everything happened bad to Owen that he was in Michael’s care,
Kayla sald that ] think that’s kinda weird”.

Kayla said that whan her Mom asked about the bruise on Owens’s head on Saturday that she

told her Mom, “don't start”. Kayla said that the reason she sald that was because her mother
never liked Michael and that she disliked how he looked. Kayla said that her mother said that
he was lazy and a kid and that she could do better..

Kayla ‘sald that *I think if we had gatten the parenting classes that this may not have happened.
That we would be more educatad on carlng for a baby. :

*Note
1/28/10
*Charlotte and Owen flipped Racking Chair at Levine

Kayla sald that she was asleep and that her mother was feeding Owen and that she woke up to
a crash. Kayla said that her mother told her to get the Nurse and that she did. Kayla said that
when she came back into the room that her mother and Owen was up off the floor.

Kayla said the chair was on the floor and that Owen cried.
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INCIDENT INTERVIEW REPORT

!

O

PERSON INTERVIEWED; Jennifer Carduff
DATE OF BIRTH: m_____ SOGIAL SECURITY NUMBER:

- ADDRESS: (HOME] SRS, Concord, Naith Carollia
' L TELEPHONE: B
(WORK)
TELEPHONE:
DATE OF INTERVIEW: 1.11.10 ' TIME:
LOCATION OF INTERVIEW: Carolina Medica} Conter Mal/ Charlotte North Carolina
= PURPOSEITOPIC OF INTERVIEW: Child Abuse of Owen CSIRL - .

DETAILS OF INTERVIEW:
Mrs, Carduff s the Paternal Grandmother of 4 month old, Owen CERIES

Mrs, Carduff safd that she met her son at Carolinas Medica! Center after receiving a phone call that they were bring Owen to the
hospital from Rock Hill there.

Mis, Carduff safd she doss not know anything except that the last time that Owen was here at Carolina's that they had & team of at
least 5 doctors and that they never gave an expianation as to how Owen's injury occurred.

Mrs, Carduff sald they told them then that the injury wes not severe enough to do Surgery to eliminate ¢he pressure.
Mrs. Carduff said that there was pressure on the brain then Hke now and that they never got the results.

OFFICER / AGENT: _ﬂaﬂdam__
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" PURPOSEITOPIC OF INTERVIEW: Child Abuss of Owen CEPE

"~ ADDRESS! THOME) &}

INCIDENT INTERVIEW REPORT

YCSO CASE NUMBER: 55,0 LEAD NUMBER:
PERSON INTERVIEWED: Cherlotte Williams

DATE OF BIRTH; L_____ SOCIAL SECURITY NUMBER:

Rock Hill, South Carolina 29730 TELEPHONE:

(WORK)

,  TELEPHONE:

DATE OF INTERVIEW: 1.11.10 ' TIME:;
LOCATION OF INTERVIEW: Carolina Medioal Center Maln/ Charlotte North Carollna

DETAILS OF INTERVIEW,

Mrs. Willlems Is the Matemal Grandmother of 4 month old vietin, 0wen Cotiin

Mrs. Williamas sald , “I knew this was coming”. Mrs, Willlams said that she had her susplcions of Michee) abusing the baby since November, Mrs
Williams said that in November that the baby had a bruise on hls forehead and that Mike and his brother Brian had kept the baby all day. Mrs,
Williams said that she told her husband thet she wanted 1o keep the baby more because of what she suspecied and that her husband told her that
Michae! has to become responsible.

Mrs, Willigms said that she was holding Owen on Saturday Night and that she notleed & scratch bump and brulss on his forehead at the hair line.
Mrs. Williams said she asked Michasl about it and that he told her, hs must have gotten the injury in the crib because he sald that he feaves him in
the crib by himself. Mrs. Willizms said thet she told hins that bables scratch themselves but tht this wasn't a baby scratch, Mrs, Witliams safd that
Michael told her that he did not know what happened.

Mrs. Williams said she didn't sec any other bruises on Owen. Mrs. Williams safd that Mike is roagh with the baby, Mrs. Williems said that he has
Tad to b reminded that when he picks the baby up that he needs to hold the baby's head, Mrs. Williams said that when she saw the bruises, bump
and scratch that she was reslly upset. Mrs. Williams said that she was upsct with her daughter Kayla. Mrs, Williama said that the reason that she was
upset with Kayla was becauss sho didn®t like Kayla's respond of "oh, don't start that again®, Mrs, Willlams said that she belisves that Kayla is
protecting Michael, Mrs. Williams said that the fast time that she saw Owen wes Sunday Moring that they Owen, Kayts and Michacl was et
church.

Mrs. Williams said that Owen looked fine. Mvs. Willlams said after church services that she had cooked Chili and that Kayla came over for Dinner.
Mirs, Williams sald that she asked Kayla where was Michac) and Owen and thet Kayla told her that Ugly, Mis. Willlams said that Kayla came to her
home about 1:30 pm.

Mbs, Williams said Kayta et her resldence and wont to work, Mrs. Willlams sald, *I am concem and aying to figure out, why did DSS closs the 1st
casa so soon”, Mrs. Williams sald she also want to know what happened to the Parenting clagses that DSS was supposs to be seiting up for Michae)

and Kayla,

Mrs. Williams sald that Michas} and his brother plays Video games 24/7. Mrs: Willlams said that Kayla had kicked Michasl out of the house
bacause when the last incident happened white the baby was in the hospital that Michasl would not go to work and that he lost his job. Mrs.
Williams geid that apparently she lot him back in,

Mrs. Williams said that she remembers Michaol was talking baby talk to the baby over her house and that Kayla said that Michael never talks to the
baby at home, Mrs, Williams sald that as far as Michaet rocking Owen in the rocking chair that she has never seen Michael rock Owen and she does
not betieve they ever use thet rocker. Mrs, Wiltiams said that he usually just stick Owen in bis swing,

O
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INCIDENT INTERVIEW REPORT

. O
'YCSO CASE NUMBER: ,4,0 LEAD NUMBER;
PERSON INTERVIEWED: Charlotte Williams

DATEOFBIRTHIEIERIM SOCIAL SECURITY NUMBER:

ADDRESS: (HOME) R

oc Hill, South Carolina 29730 TELEPHONE:
(WORK)

TELEPHONE:

DATE OF INTERVIEW: 1.11-10 , TIME:
LOCATION OF INTERVIEW: Carolina Medical Center Main/ Charlotte North Carolina

PURPOSE/TOPIC OF INTERVIEW: Child Abuse of Owen CHSIRIR

DETAILS OF INTERVIEW:

Mes. Williams is the Maternal Grandmother of 4 month old victim, Owen T

Mrs. Williams said , I knew this was coming”. Mrs. Williams said that she had her suspicions of Michael abusing the baby since November. Mrs.
Williams said that in November that the baby had a bruise on his forehead and that Mike and his brother Brian had kept the baby all day. Mrs.
Williams said that she told her husband that she wanted to keep the baby more because of what she suspected and that her husband told her that
Michae! hes to become responsible.

Mrs. Williarns said that she was holding Owen on Saturday Night and that she noticed a scratch bump and bruise on his forehead at the hair line,
Mrs. Williams said she asked Michael about it and that he told her, he must have gotten the injury in the crib because he said that he leaves him in
the crib by himself. Mrs. Williams said that she told him that babies scratch themselves but that this wasn't a baby scratch, Mrs, Williams said that”
Michael told her that he did not know what happened. .

Mrs. Williams said she didn't see any other bruises on Owen. Mys. Williams said that Mike is rough with the baby. Mrs, Williams said that he has
had to be reminded that when he picks the baby up that he needs to hold the baby's head. Mrs. Williams said that when she saw the bruises, bump

-and scratch thet she was really upset. Mrs. Williams said that she was upset with her daughter Kayla. Mrs. Williams said that the reason that she was
upset with Kayla was becanse she didn't like Kayla's respond of "oh, don't stat that again®. Mrs. Williams said that she believes that Kayla is
protecting Michael. Mrs. Williams seid that the Last time that she saw Owen was Sunday Morningthat they Owen, Kayla and Michae! was at
church. :

" Mirs. Williams seid that Owen looked fine, Mrs. Williams said after church services that she had cooked Chili and thét Kayla came over for Dinner.
Mrs. Williams said that she asked Kayla where was Michael and Owen and that Kayla told her that Ugly. Mrs. Williams said that Kayla came to her *
home about 1:30 pm. - .

Mrs. Williams said Kayla left her residence and went to work. Mrs. Williams séid, "] am concer and trying to figure out, why did DSS close the st
case so soon". Mrs. Williams said she also want to know what happened to the Parenting classes that DSS wes suppose to be setting up for Michael
and Kayla.

Mrs. Wiiliaros seid that Michael and his brother plays Video games 24/7. Mrs. Williams said that Kayla had kicked Michael out of the house

. because when the last incident happened while the baby was in the hospital that Michael would not go to work and that he lost his job. Mis.
Williams said that apparently she let him back in.

Mrs. Williars said that she remembers Michael was talking baby talk to the baby over her house and that Keyla said that Michacl never talks to the
baby at home. Mrs. Williams said thet as far as Michael rocking Owen in the rocking chair that she has never seen Michael rock Owen and she does
not believe they ever usc that rocker. Mrs. Williams said that be usuglly just stick Owen in his swing,

o
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y,
Dictation ' " Page920f101

PM 3:01:31 1/12/2010

Supervisor contacted Lynn Myers, Child Maltreatment Coordinator at Levine Children's Hospital (704-355-
4088 pager # 7814). Lynn expressed concems that Charlotte Williams (maternal grandmother) may have
known about Owen and him being shaken. Lynn stated that the Grandmother has told hospital gtaff that she
has seen bruises on the child. Supervisor asked Lynn about the Grandmother having contact with the child
while the child is at the hospital. Lynn stated that everyone who visits Owen is having supervised contact.
Lynn stated that nursing staff is supervising the contact and that they have had to ask visitors to leave when
nurses are unavailable o supervise. Lynn stated that Owen's conditions is deteriorating. She stated that it is
possible that he will not make it. Lynn stated that Owen was seizing this moming and that the child is going
to have surgery to put a stint in to drain the blood/fluid off bf his brain. Lynn stated that the mother is
currently at the hospital. Supervisor provided Lynn with contact informatioh to update Supervisor with any
new information.

ctions:
Collateral Contact
Telephone Contact
Recipierits:
0001545398 - Carduff, Owen - 09/05/200 (E)
Action Date: 1/12/2010 Action Time 0.50
Time: Spent:
Input Date:.  1/12/2010 Input Time; 10:03 AM Worker:  Hill, Dirvondra
Service ID: 0001388329
- Program Service Type: Child Protective Services Assessment
Authorization:
Support Service ID:
tion:

AM 10:03:07 1/12/2010

Collateral Contact Called Levine's Hospital to speak with Laura McDowell regarding any updates-case
manager was informed that Laura was not at the desk and she would give Laura the message to call case
manager back when she get off the phone-case manager inquired about the condition of the child-case
manager was informed they were doing a plug on the child-case manager inquived what a plug was-she
stated a plug is when they take fluid out to release the pressure-in th¢ brain.

Actions:
Collatersl Contact

ipienty:

0001545398 - Cexkeall, Owen - 09/09/2009 (E)

Action Date: 1/12/2010 Action Time 0.50
Time: Spent:
InputDate: 1/12/2010 Input Time: 3:04 PM Wdrker:  Hinhant, Krista
Service ID: 0001388329 i
Program Service Type: Child Protective Services Assessment
Authorization: ‘
Support Service ID:

York County DSS 00271
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Dictation

Page 41 of 101

misdemeanors. Charlotte wantad to know if she could fight the finding of the home s'u.t'dy and ci stated that
a court would have to over nyle, Cm asked Charlotte where Kayla was because °m needed to speak with her
and Charlatte stated that she Was at the hospital and conld be reached on her cell phone.

Actions:
Face to Face with child/client

Recipients; .
0001545391 - Williams, Charlotte - 03/01/1959 (®)
0001556202 - Williams, larry - 04/02/1959 ()

ActionDate: 27162010  Agion - g5 PM

Input Date: 21222010 Input Time: 11:43 AM
Service ID; 0001395295

Program Service Type: Child Protective Services Assessment
Authorization;

Support Service ID:

Dictation:

AM 11:43:45 2/22/2010
CW Hemphill arrived at

Time 1.00
Spent:

Worker: Hemphill, Diva '

in Rock Hill the home of Larry and Charlotte Williams, Cw

informed both Mr. and Mrs, Williams of the current allegetions. Charlofte spoke about the incident of her
falling out of the rocking chair while bolding Owen at the hospital, She reported that she was holding him
Up on her shoulder and he wag sliding down towards her chest area, She reported she was burping Owen
Wwhen the incident occurred, She reported that she was trying to slide him back up to her shoulder when she

and cried a little, She reported she was taking with the nurse right before the incident occurred and as soon
the nurse walked out of the room that was when the rocking chair flipped. She stated tht it was reporfed

speaking with them about the feeding tube the doctor came in for the consent to be sign and Kayla was at
work. She reported she explained to the doctor that Kayls was at work and could sign the feeding tube
tomorrow morning. She stated they informed her the consent had to be signed that night. She reported she
contacted Kayla over the phone and Kayla gave and veibally concert over the phone. She reported thro

the night they talked among themselves and others and decided they did not want Owen to have the feeding

mhtml-Blac /it antean







Lola DSS (Part 1) and Lola DSS (Part 2) Transcript of Recordings 12/17/2009 Page 1

Page 1 Page 3
’5: 1 1 LOLA: I don't know.
’ 2 2 LIEUTENANT MILLER: and I -- and I'm not asking you to
3 3 answer any guestions. You're my sounding board.
4 Transcript of Recordings 4 LOLA: Yes, I know. I know. And --
5 Labeled "Lola DSS (Part 1)" 5 LIEUTENANT MILLER: And -- but that just infuriates the
6 and "Lola DSS (Part 2)" 3 living hell out of me, because in the statement
7 *  Dated 12/17/2009 7 that says that the child has a -- none of the --
8 - - - === - - = - =" 8 the parents don't know anything about any falls.
9 g LOLA: Yeah. That's one from on-call that Shondra Tyler
10 10 went out on the 6th. Me and her gent that out, and
11 ) » 11 we staffed it with them on Monday.
12 12 LIEUTENANT MILLER: And I do not --
1313 . 13 LOLA: So you haven't --
N j4 14 LIEUTENANT MILLER: I don't have -- there's not a report
15 15 on it where law enforcement was called --
16 16 LOLA: Uh-huh.
17 : 17 LIEUTENANT MILLER: -- or nothing.
18 18 LOLA: Uh-huh. Yeah. They had that for the 7th to
12 19 follow up on.
20 20 LIEUTENANT MILLER: Why --
; 21 . Transcribed by: Budrey S. Beebe, |,. 1o veah. So you got it today?
i 22 Southern Reporting, Inc. 57 LIEUTENANT MILLER: Yeah. I just got it when I walked
23 23 in the door.
: NES 24 LOLA: I don't know.
; . 25 25 LIBUTENANT MILLER: It was sent on the 16th --
: / Page 2 Page 4
l 1 LOLA: York County DSS. This is Lola. How may I help 1 LOLA: -- which was last --
: 2 you? 2 LIEUTENANT MILLER: -- which would've been last night.
¥ 3 LIEUTENANT MILLER: Where have you been hiding? 3 Well, it came in at six -- almost seven o’clock
4 LOLA: 18 West Liberty Street, down the hall. 4 last night.
.: 5 LIEUTENANT MILLER: You have? 5 LOLA: Yeah.
‘: ¢ LOLA: Yeah. How are you dbing, Ww.J.? ¢ LIEUTENANT MILLER: You know, I just -- I try my best.
7 LIEUTENANT MILLER: I'm doing'good right this second.’ 7 LOLA: Uh-huh.
‘I‘ g LOLA: That's good. g LIEUTENANT MILLER: Now, if anything's going to stroke
0 9 LIEUTENANT MILLER: But is Devondra Hill still Christa 9 me out, this ~-- this will.
10 Hemmett's? 10 LOLA: Yeah. The (inaudible) --
:E 11 LOLA: Yes, she is. BAnd they are both not in the 11 LIEUTENANT MILLER: Things like this will, but the other
¢ 12 office. 12 stuff that I know about, we can deal with. But I
' 13 LIEUTENANT MILLER: oOh, no shit. 13 just -- I don't understand -- they'll send me
14 LOLA: Yeah. They ran away. 14 gomething over here about a child having sex with
, 15 LIEUTENANT MILLER: I -- sometimes I -- you know, I try 15 somebody .
, 16 not to get upset, and I -- 16 LOLA: Uh-huh. Oh, that's right away, right? But not
17 LOLA: I know. 17 the other one.
18 LIEUTENANT MILLER: -- I probably shouldn't. 18 LIEUTENANT MILLER: Yeah. But they won't send me where
19 LOLA: Uh-huh. You're safe. 19 a one-year-old child's got damn bruising on its
20 LIEUTENANT MILLER: But why would I get a DSS report of 20 brain.
21 a one-year-old child who has two subdural hematomas 2] LOLA: Uh-huh. Yeah. That -- and that was staffed on
22 and a flax [sic] subdural hematoma today when it 22 the 7th because I passed that on to them, and it
H . 23 was -- the child was taken to Piedmont on December 23 was discussed, and it's law enforcement referral.
: ’ 24 the 2nd and then transferred to Charlotte? why 24 So, yeah, I can't explain what happened.
25 would I get _____ 25 LIEUTENANT MILLER: I guess my main thing is: Did --
: 803.749.8100 Southern Reporting, Inc. http://www.southernreporting.net'
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Lola DSS (Part 1) and Lola DSS (Part 2) Transcript of Recordings 12/17/2009 Page 2
Page 5 Page 7

1 was DSS called out? 1 LIEUTENANT MILLER: Okay. What -- well, I guess -- I

2 LOLA: Yeah, it was. Because I sent Shondra Tyler out. 2 guess my question is ~- and I'm just -- all I'm

k] That was -- 3 doing is throwing stuff at you because I'm trying

4 LIEUTENANT MILLER: That day or that night -- whatever 4 to figure out what's going on.

5 that -- whenever it was? 5§ LOLA: Uh-huh.

6 LOLA: Yeah. That night I sent her out to the hospital, ¢ LIEUTENANT MILLER: Is they're saying -- the parents are

7 and then we brought the report in the next day and 7 saying that -- at least in the DSS report -- that

8 sen; -- and staffed it and passed the report on to 8 this child hasn't fallen, hasn't hit his head on

9 the assigned caseworker. And we staffed that case, 9 anything, or none of that stuff.

10 and they had all the information, and they were 10 LOLA: VYes. VYes.
11 going to make their law enforcement referral. 11 LIEUTENANT MILLER: And --
12 LIEUTENANT MILLER: Well, let me ask you this question: 12 LOLA: And that's what they told the on-call worker too,
i3 Why were we not called that night? 13 that they're not aware. BAnd then it was like they
14 LOLA: Because the child was in the hospital, and the 14 said the same thing. And I'm -- the medical
15 parents appeared to be appropriate. And they 15 records, I don't know what's happened with those,
16 didn't think that it was -- oh, because the 16 what -- what the end results were with those. So
17 information was -- they thought that we were coming |17 nobody has an answer as to why or how that child
18 up there -to release the babysitter. After the 18 was injured. There was a question of an uncle,
19 worker went up there and followed up with the 19 though.
20 report, no doctor had said that the child had a 20 LIEUTENANT MILLER: Yeah. The --
21 non-accidental injury. Staff thought that DSS was 21 LOLA: Dad and --
22 there to releasé the sitter so they could -- so the |22 LIEUTENANT MILLER: The babysitter or the -- or the
23 gitter could go home, and there was no concerns for (23 mother went and picked them up from the daddy and
24 the child, that it was accidental. 24 the uncle, or what was -- there was something in
25 So I didn't send law enforcement up there with |25 there about that. '

Page 6 Page 8

1 her on that report. Child was in a safe place. 1 LOLA: No. What I remember is: The uncle was with the

2 She was -- went up there. She wasn't saying that 2 dad.

3 it was not -- non-accidental, the social worker 3 LIEUTENANT MILLER: Right.

4 that had called. There's an injury -- she -- they 4 LOLA: They were the two that were left alone with the

5 had that report on -- that baby was there on 5 child on one occasion, and that was per the grandma

6 Saturday. 6 who told the social worker or the nurse at the

7 That baby has been to four different doctors. 7 hospital. So, yeah.

8 That family picked that -- that child was -- g LIEUTENANT MILLER: Would that --

9 November 30th went to the doctor, December 2nd went 9 LOLA: We have 24 hours to make our referral too, and I
10 to Riverview. The 4th -- there was one appointment |30 mean, that's no excuse or whatever, but it's like,
11 at Sunshine, and then Friday, the 4th, the baby 11 "You know what? We'll go out there and we'll
12 went to PMC. And then PMC sent the baby to 12 initiate our contact, make sure that child -- they
13 Charlotte on Saturday, and then Sunday the hospital 113 don't leave against medical advice." They were
14 called us. ‘ 14 cooperative. And then -- then next day, assign it
15 8o that baby's had four other -- not hospital, 15 to the caseworker. It's like, "You're the one that
16 but doctor visits, and the doctox has continuously 16 - needs to get out there and find out what's going
17 sent the child home. But the family has responded 17 on, follow up with that," because we don't need ten
18 to the child appearing limp because the -- Friday 18 cageworkers at court.

19 the incident was the worst. So, no, I didn't send 19 LIEUTENANT MIL]:..BR: Uh-huh.

20 law enforcement out. Child was in a safe place. 20 LOLA: I don't know. Devondra's back in the office. I

21 We have to get the information. We have to find 21 heard her voice. You want to ask her why they

22 out what's going on. 22 waited? I mean, I -- I don't know, W.J.

23 LIEUTENANT MILLER: Uh-huh. 23 LIEUTENANT MILLER: Okay. Yeah. I definitely want to

24 LOLA: And we brought the case in the next day and 24 talk to her. But I just -- you know -- you know

25 staffed it. 25 I'm going to call you first.
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1 LOLA: Yeah. 1 or anything other than "uncle.®
2 LIEUTENANT MILLER: Because I know there's always more 2 LOLA: Oh, okay. Hang on. I'm going to move my phone,
3 to a story than what I'm actually reading here. 3 and if I lose connection -- ’
4 But I just -- 4 LIEUTENANT MILLER: Well, I'll tell you what: No.
5 LOLA: Yeah. 5 There's no need in you having to deal with this. I
‘6 LIEUTENANT MILLER: I -- I can't understand how I -- how 6 left a -- a message for Christa -- Christa Hemmett
7 I get this, you know, seven or eight days later. 7 to call me back.
g8 LOLA: Yeah. And -- g LOLA: Uh-huh. And she's gone on home vigits, but she
9 LIEUTENANT MILLER: And -- and -- but I get this other 9 should be back this afternoon. \ ’
10 crap immediately. 10 LIEUTENANT MILLER: Right. I've left a message. She
11 LOLA: Yeah. The hospital staff, per Shondra after the 11 can call me on my cell phone or home phone as 10;19
12 -- after she had gone out there and when she was 12 as this child seems to be in decent custody right
13 ready to leave, a nurse and another staff person 13 now.
14 cam4e up to her and said, "So are you releasing the 14 LOLA: Yeah. Because it's -- or the child, I think, is
15 sitter now so they can go home?" And they were 15 at home, right? Is that what your report says?
16 surprised that we were even there otherwise, 16 LIEUTENANT MILLER: It doesn't say.
17 pointing the finger at the parents. Shondra Tyler. 17 LOLA: It doesn’'t? What -- what's her name?
18 And then that was upsetting to me because, like, 18 LIBUTENANT MILLER: Her name is -- or his name is Owen
19 why -- you thought we would just go up there and 19
20 release your sitter. We thought you were calling 20 LOLA:
21 because you thought there was physical abﬁse. but 21 LIEUTENANT MILLER:
22 no doctor had stated that. And Christa's also 22 LOLA: Okay. All right. I'm -- T -- T'1l just pull it
23 followed up and called the doctor the next day, or 23 up right here, and let's see if her dictation shows
24 somebody on staff there -- Bridgette, I think. 24 who that uncle was that she had spoke to, because
25 LIEUTENANT MILLER: Okay. 25 she was supposed to say. Let's see. . It's Owen --
Page 10 Page 12
1 LOLA: So they would have a bit more information, too, 1 Jennifer's the -- Brian Carduff is the uncle. He's
2 than what‘would be on that report, but -- you know, 2 the paternal uncle, Brian Carduff. "In t;,he
3 I.-- it still should've -- we had 24 hours; it 3 beginning, Owen's -- change in Owen's behavior that
4 still should've gone out on the Monday by the 4 they first noticed was on 11/28, sleeping, screamed
5 latest. 5 a lot nonstop." They took him to Riverview Clinic
¢ LIEUTENANT MILLER: Yeah. I just don't -- I don't know. 6 on 11/28. Doctor said nothing was wrong. Then --
7 LOLA: Yeah. Because you have Shondra Tyler who 7 LIEUTENANT MILLER: Do you have the address and
8 interviewed the people, and then whoever -- 8 telephone number for the uncle?
9 De\;ondra Hill, if she interviewed anybody, would g LOLA: No. But I think he lives there with them. My
10 have whatever she has also. So -- but I made the 10 understanding --
11 call not to call law enforcement that night. 11 LIEUTENANT MILLER: At the same house?
12 LIEUTENANT MILLER: Okay. 12 LOLA: Yeah. My understanding is he's living at that
13 LOLA: I had 24 hours. And then it was being passed on 13 home. '
14 to the next worker. So -- but that baby's been to 14 LIEUTENANT MILLER: Okay.
15 four different appointments prior to getting to 15 LOLA: Yes. Yeah. B
i6 pineville. That did not -- this appears to be 16 LIEUTENANT MILLER: And -- wait. Are you finding
17 something that's been going on since 11/30, and the |17 anything else in there?
18 parents kept taking the child to a doctor or to 18 LOLA: Oh, okay. So 11/28 he went to Riverview Clinic.
19 Riverview Clinic or then to the hospital. And they j19 Then on 12/2 he went to Sunshine Peds. Doctor said
20 just kept getting turned around, vEverything's 20 he had a sore throat -- had a throat infection and
21 fine. Everything's fine." Except for the 4th. 21 a minor cold. 12/4 the baby was limp; they rushed
22 Friday the 4th, that -- the hospital said, "No. 22 him over to Piedmont. Then he was transferred to
23 Everything's not fine." 23 Levine. That was 12/5 like around two o'clock in
24 LIEUTENANT MILLER: Okay. What's -- who was the uncle? 24 the morning, I guess. I remember there --
25 because I don't see anything on here about his name |25 something said about that. And then -- so that's
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1 three appointments that he went to where people -- 1 this point there are no obvious signs of abuse or
2 because the baby was going limp. And I don't know 2 neglect," but they were going to follow. up with the
3 what the medical records are. 3 family in two weeks. Yes, there was.
4 My -- she checked out the play packs or 4 LIEUTENANT MILLER: What I'm saying --
5 whatever the child sleeps in. A small, flat, 5 LOLA: (Inaudible.)
6 brownish bruise on the left side of his head was ¢ LIEUTENANT MILLER: But what I'm saying is --
7 noticed in November, which was probably the 28th. 7 LOLA: Uh-huh.
8 No idea where it came from. "Owen head turns and g LIEUTENANT MILLER: -- that sometime, if he would've had
9 jerks around sometimes during tummy time on the 9 these bruises come up on his head, he would've
10 floor." Oh, uncle has been in their home with 10 started crying at that time.
i1 either parent. 11 LOLA: .Yeah. See, now, they noticed the change in his
12 LIEUTENANT MILLER: He's what? 12 behavior. He was sleeping a lot, screamed a lot
13 LOLA: Uncle might not live there. Uncle said that he 13 nonstop. That was 11/28. Then he was taken to
J14 never watched the children alone, but he has been 14 Riverview. Riverview doctor said nothing wrong
15 in the home with either parent and watched when 15 with him. *Owen continued the abnormal behavior
16 they did things around the house. So that's 16 through the week on 12/1 and went all day and night
17 probably -- that's probably not the uncle's: 17 without urinating.®
18 address. But Devondra or Christa should have that 18 So then they took -- they scheduled an -
19 address for the uncle. She doesn't have that in 19 appointment with the pediatrician for the 2nd, and
20 her dictation here. Let's see. 20 they took the child there. That doctor said a sore
21 Well, and then, too, Levine's stuff -- oh, no. 21 throat and a minor cold, no medicine.
22 Owen -- our -- we stopped our case so I guess they 22 Then on 12/4, pulling in the driveway, Michael
23 stopped the case, and the child was allowed to go 23 came outside -- Michael, the dad, came outside and
124 home. Second T -- second CT scan was stable. That |24 said that Owen just went limp. He was still
25 was on 12/7. Owen -- yeah. So he was discharged. 25 breathing. They rushed him to the hospital. "At
Page 14 Page 16
1 Okay. I'm not seeing another address for the 1 the hospital, Owen let out a loud scream and took a
2 uncle, but Devondra may have that. What day is 2 huge breath.* And that's what she put.
3 that? I mean, that day -- it was done on a Monday. 3 And then -- so they've noticed these
4 No. She didn't put the address of the uncle in a behaviors, and they were following up with the
[ here. 5 doctor on these behaviors. But nobody -- the
¢ LIEUTENANT MILLER: Okay. 6 doctors were saying everything was fine until
7 LOLA: Yeah. Christa will probably follow up with you 7 Friday the 9th. Mr. Carduff said Owen was sleeping
8 pecause she had called and talked to a doctor, and 8. a lot, he wasn't eating. He'd wake -- woke him up
9 12/7 the hospital could not determine where -- 9 to feed him. He'd let out a loud scream, stretch
10 whether the injuries are accidental or non- 10 out, was turning red and went limp. So that was
11 accidental. Bones, eye exam, skeleton survey were i1 the 4th.
12 negative. His head still appeared swollen, though, 12 But they were noticing -- the parents were
13 on the 7th. Family has no clear history of trauma. 13 noticing the child's behavior wasn't -- did not
14 . The hospital -- however, the hospital cannot rule 14 appear right, and they would take the child to the
15 ‘ out any trauma. So their concern was lack of 15 doctor. And there's only that one time where that
16 supervision. 16 bruise on his head -- the little brownish -- small,
17 LIEUTENANT MILLER: Well, see, yeah, that's -- that's 17 flat, brownish bruise. So that would've -- that
18 my whole thing is: How did this child's head get 18 was in Novembexr. That would've been the 28th.
19 bruised up like this? 19 LIEUTENANT MILLER: Uh-huh.
20 LOLA: Uh-huh. 20 LOLA: A small, flat, brownish bruise on the left side
21 LIEUTENANT MILLER: And nobody knows. You know, he 21 of his head; they noticed that. And they did not
22 wasn't crying sometime? 22 know where it came from. Again, back to "Owen's
23 LOLA: He was. He was. See, and that -- all -- he was 23 head jerks -- turns and jerks around during tummy
24 showing signs and symptoms, and that's why the 24 time on the floor." So it may -- I mean, if it is
25 family started reacting. 12/7, Laura stated, "At 25 lack of supervision, you can hit something with it,
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1 and -- and they weren't in the room, had something 1 biggest thing, and then I -- I -- my whole thing
2 there that shouldn't have been. But again, too, 2 was just to call up and bitch.
3 he's only a small baby. 3 LOLA: Uh-huh.
4 LIEUTENANT MILLER: Right. I can -- you know, I've got 4 LIEUTENANT MILLER: Because I figured I'd get to the end
5 a grandson that's almost one year old, and I know 5 of it sooner or later, but I just don't like little
6 he can bounce, you know -- 6 children -- you know, one minute --
7 'LOLA: Uh-huh. 7 LOLA: Right.
g LIEUTENANT MILLER: -- and crack his head, do whatever. g LIEUTENANT MILLER: One minute -- there's no
9 But -- 9 consistency, I guess, is what I'm saying.
10 LOLA: VYes. 10 LOLA: Yeah. There isn't, W.J. Wholeheartedly, there
11 LIEUTENANT MILLER: -- my thing is -- is, unless you 11 is not. l
12 leave him alone -- 12 LIEUTENANT MILLER: And I guess that‘é what gets me.
13 LOLA: Uh-huh. 13 Because I can get something, you know --
14 LIEUTENANT MILLER: -- you know, for hours at a time, if |14 LOLA: Uh-huh,
15 a child falls and hits‘ their head hard enough -- 15 LIEUTENANT MILLER: -- like these kids with the
16 LOLA: Uh-huh. 16 dogfighting and stuff, you know.
17 LIBUTENANT MILLER: -- that there's an internal brain 17 LOLA: Oh, yeah, that was a good one.
18 bruise -- 18 LIEUTENANT MILLER: You know, we get those and then we
19 ‘LOLA: Uh-huh. 19 got the ones whose Mama and Daddy's smoking pot,
20 LIEUTENANT MILLER: -- which my understanding of the -- 20 you know, and that kind of stuff, you know,
21 LOLA: Hematomas? 21 immediately --
22 LIBUTENANT MILLER: -- falx -- well, the falx subdural 22 LOLA: -- and these ones you're not?
23 hematoma -- 23 LIEUTENANT MILLER: -- so -- huh?
24 LOLA: Uh-huh. 24 LOLA: And this one you're not?
25 LIEUTENANT MILLER: You know, other than bruising, you 25 LIBUTENANT MILLER: And this one we get, you know -- on
Page 18 > ) Page 20
1 know, they'll cry'for a little while and then 1 the 6th it was evidently staffed, from what I
2 they'll quit or either go to sleep or something 2 see -- l
3 like that. But that one that went behind t};e -« I 3 LOLA: The 7th because -- oh, sorry. I keep saying the
4 guess it's behind the skull -- 4 -- no. The 7th because we -- I was on call with
5’ LOLA: Uh-huh, 5 shondra, and Shondra and I received that repdrt.
¢ LIEUTENANT MILLER: -- you know, that's not something 6 At 5:01 she got the phone call from the hospital
7 they usually get py just falling. 7 that night.
g LOLA: Right. g LIEUTENANT MILLER: Uh-huh. ’
9 LIEUTENANT MILLER: And that's why -- that's -- I guess g LOLA: And ghe called me and told me about it, and I
10 that's my méin concern is that -- had it just been, 10 sent her out to just go interview the family. And
11 you know, a couple of bruises where it could've 11 then we staffed that case on Monday morning and
12 been, you know, the playpen or the crib or 12 gave them the information and transferred it to
13 gsomething where he climbed up and slipped and fell 13 Christa and Devondra because it was their assigned
14 and hit his head, that's a different story. 14 case.
15 LOLA: Right. 15 LIEUTENANT MILLER: I guess -- and that's ten days age
16 LIEUTENANT MILLER: But when you got a child going limp 16 is what I'm saying.
17 and, you know, not acting right and doing all that 17 LOLA: Yes. Yes. Uh-huh.
18 kind of stuff, and then you get in there and you 18 LIEUTENANT MILLER: But anyway, I miss talking to you.
19 got a bruise behind the skull -- 19 I don't -- I don't see you enough.
20 LOLA: Right. 20 LOLA: Yeah. It has been quite a while. It's like,
21 LIEUTENANT MILLER: -- there's something. 21 shoot, I put -- put my phone on, but darn it, you
22 LOLA: Yeah. Something happened. 22 would've called me today because I didn't, but I'm
23 LIEUTENANT MILLER: Yeah. 23 reaching for it right now to turn it on.
24 LOLA: Something happened. Yeah. 24 LIEUTENANT MILLER: Yeah. Well, I've called your cell
25 LIEUTENANT MILLER: So that's -- I guess that's my 25 phone, and you've told me that it wasn't wo_rking
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1 that good. 1 LOLA: They -- they -- they should have it, and she
2 LOLA: Oh, it is now. They -- they -- she -- it's been 2 should be interviewing him or talking to him. But,
3 fixed becauae.they had gave -- given us new phonés,- 3 yeah, my understanding was they were (inaudible)
4 and they had trouble with switching the phone line 4 could go ahead and do a law enforcement referral
5 over or whatever -- however that works when you ' 5 that day.
6 transfer to a new phone -- ' ¢ LIRUTENANT MILLER: Well, yeah, and I don't -- I'm easy
7 LIEUTENANT MILLER: Right. 7 as hell to get along with.
g LOLA: -- phone company. But it works now, unless my g LOLA: Yeah.
9 message still says it's not working. I didn't g LIEUTENANT MILLER: You know, and I -- if there's a
10 change it. I don't know. But it's working. I've 10 problem or something, I'll -- and most of them call
11 been carrying it and turning it ‘on. 11 me. Y'all call me -~
12 LIEUTENANT MILLER: Well, that's good. 12 LOLA: Uh-huh.
13 LOLA: Yeah. 13 LIBU’I’EI\\IANT MILLER: -- you know, immediately and say --
14 LIEUTENANT MILLER: I'll have to start aggravating you 14 but I haven't heard from Devondra on this one yet.
15 some more now. 15 LOLA: Oh, wow.
16 LOLA: I know. It's like, okay. All right. So -- 16 LIBUTENANT MILLER: Everybody usually calls me and says,
17 LIBUTENANT MILLER: Well, anywa)/, like I say, I left a 17 "Hey, I'm going to, you know, send this referral
18 message for Christa to give me a call because we're |18 over.® And by the time I can get to the fax
19 just going to need to meet about this one so that 19 machine, that's where it's at.
20 we can figure out -- - 20 LOLA: 1It's there. Yeah. ‘
21 LOLA: Okay. 21 LIEUTENANT MILLER: You know, but everybody' usually
22 LIEBUTENANT MILLER: -- you knéw, if therée's anything 22 gives me a heads up that it's coming, which they
23 else that needs to be done. We definitely need to 23 feally don't need to do, but, you know, they can
24 find out what tvhe uncle's deal is, who he is, you 24 call me later and say, “Did you get it?" --
25 know, all that good stuff. 25 LOLA: Right.
Page 22 Page 24
1 LOLA: Yeah, because the uncle -- because Graﬂdma is the 1 LIEUTENANT MILLER: -- because sometimes I don't get
2 one that'pulled the nurse aside, I g\;\ess Friday -- 2 them, and they have to resend them.
3 Friday night -- well, 2 a.m. Saturday morning or 3 LOLA: True. True.
a4 whatever on Saturday Grandma told the nurse or the 4 LIEUTENANT MILLER: But -- and -- and if one's -- and if
5 social worker that the uncle had been with the 5 one's late, just give me a call and say, "Hey" --
6 " child too. It was the uncle and the dad. 6 LOLA: Yep.
7 LIEUTENANT MILLER: Uh-huh. 7 LIEUTENANT MILLER: -- ®"you know, I'm going to get it
_g LOLA: So Grandma had some concerns about the uncle. 8 to" --
[°] and Shondra was saying to me, "How do I address g LOLA: Yep.
10 that? Because he's saying" -- after she talked to 10 LIEUTENANT MILLER: -- "I'm -- I'm going to let you know
11 him and then she came out and said, "Okay, Lola. 11 right now this is the names and stuff, but it's
12 He's saying he never had the child alone.” And I 12 going to be a day or two before you actually get
13 gave her a different approach, and he did admit- 13 all the paperwork because I'm" --
14 that -- then he did say, well, he was alone when 14 LOLA: Uh-h\:\h.
15 the parents -- with the parents. But, yeah, he -- 15 LIEUTENANT MILLER: -- °trying to put something
16 he -- later he changed his story. 'But Grandma had 16 together." And I know y'all are busy. That's all
17 sugpicions of the uncle. 17 they got to do is call me and tell me that instead
ig LIEUTENANT MILLER: Uh-huh. 18 of letting me find out ten days later that we had
19 LOLA: So -- and we shared all our information with them |39 this with no phone calls.
20 -- with Christa and Devondra. We shared our éo LOLA: Yeah.
21 information on Monday morning with what we had. 21 LIEUTENANT 'MILLER: Because I swear I don't want to get
22 And we told them, so we -- they knew about the 22 in -- you know, I ain't going to get nobody in
23 uncle and everything and the information that the 23 trouble if I can damn help it.
24 hospital had said so, yeah. 24 LOLA: Right.
25 LIEUTENANT MILLER: Okay. 26 LIEUTENANT MILLER: But I may ask the wrong person about
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1 something one day and, you know -- 1 LIEUTENANT MILLER: But if -- if anybody thinks I'm

2 LOLA: Uh-huh. 2 going to back them up that two days from now we

3 LIEUTENANT MILLER: -- the next thing you -- 3 find out that there's nothing -- his story's valid

4 LOLA: Uh-huh. 4 and there was no problem there, it was an accident

5 LIEUTENANT MILLER: -- know your butt's on the chopping 5 and all that kind of stuff, if they think I'm going

6 block. 6 to ride 45 days out with them on "just because" --

7 LOLA: Yep. And consistency again.. Not e(rerybbdy on 7 LOLA: Uh-huh. ’

8 call is following up, making that referral to law g LIEUTENANT MILLER: -- they're wrong. I'm going to --

9 enforcement. It's going to the caseworker the next 9 I'11 switch to the other side in a minute and say,
10 day. "Here's what you're going to need to do: 10 "Hey, you need to give these kids back." Just like
11 You're going to need to follow up with law 11 I told -- told them. ,

12 enforcement and make your referral," because, if it {32 LOLA: Yeah.
i3 does go to court, we don't need ten workers and, if |13 LIEUTENANT MILLER: You know, give these kids back. Let
14 one goes out there on call, puts the situation in 14 that man get back around these children. Hell, he
18 place, makes sure things are safe and they're at 15 didn't do that on purpose.
16 the hospital, that's fine; they're safe. Next day 16 LOLA: Bxactly.
17 the next person assigned the case needs to follow 17 LIEUTENANT MILLER: You know --
18 up, get with law enforcement, and they run with it. 18 LOLA: Yeah.
19 LIEUTENANT MILLER: Yeah. 19 LIEUTENANT MILLER: Now, I'11 -- I'll go -- I'll go help
20 LOLA: So -- and then -- so that can go back and forth, 20 you get one -in a minute, In fact, I got one here
21 back and forth on how that goes. But, hec_k, I'1l 21 -- the other one I was going to ask you about is
22 be checking every darn report. For the county, 22 Ashley Nicole Sigmond. We went out yeéterday -- or
23 we'll just go ahead and 'send you guys out there 23 day before yesterday to Hickory Grove Elementary
24 right off the bat so I don't have to have this 24 School --
25 conversation about why I didn't send her. Yep. 25 LOLA: Yes.

Page 26 Page 28

1 LIEUTENANT MILLER: You know, and -- and -- 1 LIEUTENANT MILLER: -- and met with Ashley Magwood.

2 LOLA: And then I don't want one like we had with 2 LOLA: Okay.

3 Shaquita Gladden where they took the babies away 3 LIEUTENANT MILLER: And they BPC'ed Ashley Sigmond.

4 from Daddy and you were out there on that case. 4 LOLA: Okay.

5 LIEUTENANT MILLER: Yeah. And I -- you know, and I 5 LIEUTENANT MILLER: And I don't know why because I don't

6 understood, and I tried to explain to him what it 6 have any paperwork on that one either. If there l-

7 was. I understood that to a -- you know, to a 7 and even if I need any.

8 point. That wasn't -- I don't think that was a big g LOLA: All right. Okay. Her super is Diane, and I know

9 deal. But my big deal was going to be -- is 9 Diane's in the office. I think Ashley still is.

10 drawing that thing out after we'd done decided, you |10 So EPC'ed her on Wednesday, you said?

11 know, we wasn't going to keep that kid for no 45 11 LIEUTENANT MILLER: Yeah.

12 days. 12 LOLA: Last night?

13 LOLA: Yeah. 13 LIEUTENANT MILLER: "No. On the 15th.

14 LIEUTENANT MILLER: After about three days, we'd done 14 LOLA: 15th. 1S5th.

15 figured out there wasn't nothing going to happen. 15 LIEUTENANT MILLER: At 8:41 --

16 LOLA: Right. 16 LOLA: Tuesday night.

17 LIEUTENANT MILLER: You know, that was bull. 17 LIEUTENANT MILLER: -- a.m.

18 LOLA: Yes. Yeah. 18 LOLA: So they would've gone to court this .morning,

19 LIEUTENANT MILLER: But, yeah, no. I--1I--1Idon't 19 because it would've had to have had their probable
20 have a problem with taking or not taking -- well, I 20 cause hearing. Okay.

21 don't have a problem with taking children if we 21 LIEUTENANT MILLER: This is patrol -- Mosley's the one
22 need to at that time -- 22 went with them. But I just -- I was just wondering
23 LOLA: Right. 23 -- and it may not have anything to do with us.

24 LIEUTENANT MILLER: -- just for safety's sake. 24 LOLA: Uh-huh.

25 LOLA: Uh-huh. 25 LIEUTENANT MILLER: But usually it's -- if y'all EPC

803.749.8100

Southern Reporting, Inc.

439

http://www.southernreporting.net



N

Lola DSS (Part 1) and Lola DSS (Part 2) Transcript of Recordings 12/172009 Page 8
Page 29 Page 31
1 one, there's definitely some legal or criminal ‘- 1 is records on that.
2 ramifications somewhere, unless somebody's just so 2 LIEUTENANT MILLER: Hell, somebody needs-to EPC him, it
3 poor, you know, they can't help theirselves or 3 sounds like.
4 something like that. I don't want to get involved 4 LOLA: Yeah. I don't understand why he wasn't brought
5 in some of that stuff sometimes. But, you know, 5 in. Linda has one leg amputated, may have to have
6 usually, if y'all EPC one, there's criminal -- 6 another one removed. Continues to be unkept and
7 possible criminal charges somewhere. 7 unsafe for the children. They were told to cleaﬁ
g LOLA: And there was only the one child that was taken 8 it. &And I believe law enforcement, the first time,
9 into care, W.J.? 9 had given them the option and then said they would
10 LIEUTENANT MILLER: That's all I'm showing. 10 come back and follow up with the family, and DSS
11 LOLA: Okay. 11 said the same thing. So that home did not -- the
12 LIEUTENANT MILLER: Let me look. 12 environment did not improve. 8o that is why the
13 LOLA: May have been a dirty house too. What -- what -- 13 child --
14 is it grandparents who have custody, or is it a mom 14 LIEUTENANT MILLER: Where's Mama and Daddy?
15 and dad? 15 LOLA: -- were taken. They're -- they don't have
1¢ LIEUTENANT MILLER: Let me seé here. 16 custody of the kids so they don't count anymore.
17 LOLA: I think that's the dirty house, and I think it's 17 Mommy and Daddy is Linda and -- let me get that.
18 the -- there's two grandparents that have custody 18 Linda and -- yeah. She's a -- Linda and who?
19 of them. 19 Linda and Lanny.
20 LIEUTBNANT MILLER: I don't have parents' names on this 20 LIEUTENANT MILLER: Linda and Lanny who? Sigmond?
21 report or nothing else. All I've got is "DSS York 21 LOLA: Sigmond. Alnd Robert Sweeny was the dad and Lisa
22 County" and "Ashley Nicole Sigmond who is 11 years 22 Rhodes was the mom, but they -- if I recall
23 old." 23 correctly, they were TPR'ed, so we don't count
24 LOLA: And she might have -- 24 them. They're not -- they don't count anymore.
25 LIEUTENANT MILLER: And her address in Yprk -- I mean, 25 They're not the parents.
Page 30 . Page 32
1 in Sharon. 1 LIEUTENANT MILLER: Damn, if they're worse than the
2 LOLA: Yep. She has a brother. That one is familiar. 2 grandparents, geez.
3 ’It is the grandparents who have -- it is the 3 LOLA: Yeah. Eh? And so we're -- I mean, it's the
4 grandparents who have custody of her, and she has a 4 grandparents who are as the custodial parents.
5 sibling. And theirs was in reference to a filthy, 5 LIEUTENANT MILLER: Yeah.
6 deplorable environment, and the grandparents were ¢ LOLA: They are the ones that are responsible for the
7 told to correct that situation and, if they didn't, 7 children; they have them. And actually, both of
8 that DSS was added -- DSS was going to take action 8 them are in care. Yeah. Timothy and Ashley are
9 to get -- 9 both in care -- they are both in foster care.
10 LIEUTENANT MILLER: Okay. 10 LIEUTENM MILLER: Okay. Well, I don't need to --
11 LOLA: -- them into care. So that -- that is over a 11 LOLA: Yeah. That -- that -- that was a deplorable
12 home environment. 12 home. '
13 LIEUTENANT MILLER: Okay. 13 LIEUTENANT MILLER: Yeah.
14 LOLA: That is a -- they're saying the home was in 14 LOLA: That was a very deplorable home.
15 disarray, human feces on the floor. 15 LIEUTENANT MILLER: Well, there's no -- and -- and from
16 LIEUTENANT MILLER: Human? 16 what you've just told me, there's nothing -- you
17 LOLA: Yeah. 17 know, what are we going to do? Go lock them old
18 LIEUTENANT MILLER: Geez. 18 people up? They've got enough damn problems of
19 LOLA: Full -- home full of clutter, had a foul odor. 19 their own.
20 Grandma has a pot by her bed and uses it as a 20 LOLA: I know. Yes. Yes.
21 toilet, which it was terrible. Nine cats. 21 LIEUTENANT MILLER: Yeah. But that's cool. We -- long
22 Grandfather had to be transported to the hospital 22 as I don't get that one, that'll be fine.
23 due to infection from the cats in the bed with him. 23 LOLA: Yes.
24 Timothy poops on him -- has bowel movements on 24 LIEUTENANT MILLER: I just wanted to ask about it
25 himself. And that's documented and that -- there 25 because I got it --
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1 LOLA: Yeah. 1 LIEUTENANT MILLER: -- and question you on this stuff.
2 LIEUTENANT MILLER: -- in the reports this morning so -- 2 It was Devondra --
3 LOLA: Yeah. So -- and, see, that -- see, those are -- 3 LOLA: Right.
4 those -- some of those ones where we do -- because .4 LIEUTENANT MILLER: -- for not doing it.
5 the home environments show physical neglect and 5 LOLA: Yeah. What happened?
6 whether or not they can be charged. But, you know, 6 LIEUTENANT MILLER: Right.
7 they're old; they're -- and then, too, the court 7 LOLA: Why the time lapse? Why the time lapse?
8 ends up throwirig them out as a rule anywaysl, g' {Inaudible.}
9 especially family court. . g LIEUTENANT MILLER: Yeah. Why is there a ten-day lapse
10 LIEUTENANT MILLER: Yeah. Okay. 10 ‘between the time you were asgigned it and I get
11 LOLA: All right. So that works. 11 it --
12 LIEUTENANT MILLER: That works. You're always a lot of 12 LOLA: Uh-huh.
13 help. 13 LIEUTENANT MILLER: -- and there's possible criminal,
14 LOLA: All right. Great, and I will send law 14 you know, charges here.
15 enforcement out there with every worker if it's 15 LOLA: Uh-huh.
16 York County. 16 LIEUTENANT MILLER: Not that she --
17 LIEUTENANT MILLER: Do what? Say that again. 17 LOLA: Twenty-four hours.
18 LOLA: I will be sending law enforcement out there with 18 LIEUTENANT MILLER: -- that they had beén theré four
19 every worker when I'm on call if it's York County 19 times -- you know, they'd been to the doctor four
20 -- to the hospital. ) 20 times, and finally, you know, the child's on the
21 LIEUTENANT MILLER: Now you know that ain't no good -- 21 way out of here, I guess --
22 that ain't no -- the way I called you, girl. See, 22 LOLA: Uh-huh. ]
23 the only way I learn stuff is by asking questions. 23 LIEUTENANT MILLER: -- and they grab her up and take her
24 LOLA: Uh-huh. 24 to the hospital and then they transfer her to
25 LIEUTENANT MILLER: And that's why I asked the question 25 Charlotte to Levine, which I love Levine. I don't
Page 34 Page 36
1 is why were we not called the night that the child 1 know what nobody else does, but I love them.
2 went to the hospital. 2 LOLA: Yes.
3 LOLA: Yeah. C¢Child -- 3 LIEUTENANT MILLER: But they -- that -- that was my
4 LIEUTENANT MILLER: And with that background, see, 4 ‘thing. And the question -- see, I didn't realize ,
3 that's -- 5 all that, and that's why I asked you those
¢ LOLA: Yeah. 6 questions.
7 LIEUTENANT MILLER: This -- if -- if you listen to what 7 LOLA: Uh-huh,
8 I'm trying to tell you is, if Devondra would've g LIBUTENANT MILLER: You know, and you have enough
9 called or sent this in ‘eight days ago -- 9 sense --
10 LOLA: Uh-huh. 10 LOLA: Uh-huh.
11 LIEUTENANT MILLER: -- we wouldn't be having this 11 LIEUTENANT MILLER: -- to know whether to call us or
12 conversation right now -- 12 not.. I'm not questioning your ability by no means.
13 LOLA: True. 13 LOLA: Uh-huh.
14 LIEUTENANT MILLER: -- because somebody would've already ‘|14 LIEUTENANT MILLER: But, see, I didn't know any of that.
15 been assigned it and it would've been all -- they 15 LOLA: Right. )
16 would've already had a meeting, and we would've 16 LIEUTENANT MILLER: Because that -- that would've been
17 been done with this. Doesn't h;:-we anything to de 17 my first question to Devondra is: ®Why didn't we
18 with whether or not -- you had a reason not to call {jg get called out that night?"®
19 us -- 19 And she'd have said, "Well, they've already
20 LOLA: Uh-huh. 20 taken her to the -- or taken him to the doctor four
21 LIEUTENANT MILLER: -- that night. I understand that. 21 times, and the doctors kept saying that it's okay,
22 It's not you that got me to call you tonight and -- 22 you know, it's just bruises. And then, you know,
23 LOLA: i\lo. 23 this happens."
24 LIEUTENANT MILLER: -- and -- or to call you today -- 24 nOkay. Well, I understand that."
25 LOLA: Today. 25 LOLA: Right.
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? 1 LIEUTENANT MILLER:- That's why we didn't get called out, 1 LOLA: Yeah.
’ 2 because they -- it was just -- you know, they 2 LIEUTENANT MILLER: Because --
3 really tried. 3 LOLA: Yeah. It's like this one really fell through the
4 LOLA: Uh-huh. 4 cracks because nobody -- PMC didn't call law.
5 LIEUTENANT MILLER: So don't take offense to that 5 enforcement on that one, and then Levine's never
6 . because that's not -- 4 called law enforcement. It's like, “Holy crap."
7 LOLA: No. I'm not going to. No, no. 7 It's like oh --
g LIEUTENANT MILLER: -- that's not what I said. 8 LIEUTE&ANT MILLER: Do y'all -- let me ask you this
g LOLA: Uh-huh. 9 question too: How do y'all deal with DHBC? Do
10 LIBUTENANT MILLER: You know, nor is the -- 10 y'all want a -- never mind.
13 LOLA: It's just the ten-day wait. What happened? 11 LOLA: pepartment of Health and Environmental Control?
12 LIEUTENANT MILLER: Right. ) 12 LIEUTENANT MILLER: Yeah. ’
13 LOLA: Yes. Yes. Yeah. 13 LOLA: We don't have too much dealings with them from a
14 LIEUTENANT MILLER: So -- 14 CPS perspective.
15 LOLA: Yeah, I can't answer. I don't -- I don't have 15 LIEUTENANT MILLER: I cannot get these people to
16 the answer. 16 understand that it is okay for a 14-year-old and 2
17 LIEUTENANT MILLER: Yeah. Well, we'll -- I'll deal with |17 16-year-old to have sex.
18 jt. I'm -- you know, but like I say, there's no 18 LOLA: Oh, I know. Because, remember, Lisa had that big
19 _ need in them -- if you got a problem with a case or |19 meeting, and then she never did send out that
20 something or you're -- you know, and I know y'all 20 letter. We have to wait till February when she'll
21 are covered up. There ain't no two ways about it. 21 gend out that letter.
22 LOLA: Uh-huh. i 22 LIEUTENANT MILLER: Well, I told -- I've called this
: 23 1,IJEUTENANT MILLER: Give me a call and let me know 23 lady. She keeps sending these things over here
‘ 24 you're covered up, and just tell me what you going 24 with nobody's name OI nothing on them.
, 5 25 to send me. 25 LOLA: O©Oh, yeah because that's confidentiality, right?
4 ; Page 38 i Page 40
\ 1 LOLA: Right. Okay. Yeah. 1 LIBU‘I’ENANT MILLER: Bull shit.
‘ 2 LIEUTENANT MILLER: You know, and if need be, hell, I'll 2 LOLA: Yeah. How you going to find your client if -- if
I 3 come over there and fax it to myself, you know? If 3 she's -- '
: 4 you don't have a lot, just give me whatever you can 4 LIBUTENANT MILLER: Oh, you've got to call them back and
y 5 give me so we can get started with you. We're -- 5 give them this client number; then they can tell
‘ 6 you know, we're -- 6 you over a phone that could be tapped, you know?
7 LOLA: Exactly. 7 LOLA: Right.
l g LIEUTENANT MILLER: -- supposed to work as a team. g LIEUTENANT MILLER: And I'm gitting -- ‘I‘m sitting there
: g we're not supposed to be pulling away from each 9 going, "Ma'am, DSS and us fax stuff back and forth
; 10 other. 10 every day" --
11 LOLA: No. Bxactly. 1] LOLA: Yeah. You're law enforcement.
12 LIEﬁTENANT MILLER: So -- 12 LIEUTENANT MILLER: -- "over children's names, their
13 LOLA: That -- that's true. Yeah. And you know what 13 medical records. We -- I wmean, we get all that
* 14 surprises me too, though, is how come Levine's 14 stuff back and forth."® I said, "And furthermore,
15 didn't call law enforcement because they've done -- 115 this is not HIPAA.”
Y 1é they've been good that way too doing that. 1 LOLA: No. That's not. Not with 1aw enforcement.
' 17 LIEUTENANT MILLER: Yeah. I don't understand that 17 LIEUTENANT MILLER: Yeah. This is a law enforcement --
"} 18 either because we -- 18 this -- I mean, it doesn't even -- this category
: 19 LOLA: She said they never called. 19 does not even fall under HIPAA.
20 LIEUTENANT MILLER: ~-- got the call -- we got the call 20 LOLA: No. No. Because there -- the law, too, says
21 from Levine's when that 1ittle boy came up there 21 that any child victim of abuse, HIPAA does not
22 with his broken arm. 22 apply.
23 LOLA: Yes. : 23 LIEUTENANT MILLER: Right. And if -~ and this is a
54 LIEUTENANT MILLER: Or from Piedmont. Not -- not 24 crime --
25 Levine's. But from -- piedmont even called. 25 LOLA: Yeah.
803.749.8100 Southern Reporting, Inc. : http://www.southernreporting.net

442



Lola DSS (Part 1) and Lola DSS (Part 2) Transcript of Recordings 12/17/2009 Page 11
)

Page 41 Page 43
1 LIEUTENANT MILLER: If you -- if you're sending it to me 1 having sex with a 19-year-old, you feel free to do
2 because you think it's a crime, it's not HIPAA- 2 that, because that's agéinst the law."
3 protected. 3 LOLA: Uh-huh.
4 LOLA: Exactly. And that's in that PMC booklet too. 4 LIEUTENANT MILLER: I said, "Now, it's ignorant, but
5 LIEUTENANT MILLER: I -- I do not know why DHEC can't -- 5 it's against the law."
6 and -- and I told her, I said, "Well, maybe -- ¢ LOLA: Uh-huh.
7 maybe you're not the person I need to talk to. 7 LIEUTENANT MILLER: I said, "But don't send me any more
8 Who's your supervisor or the director?* 8 of these people unless there is a charge of some
9 LOLA: Right. ] sort of criminal act® --
10 LIEUTENANT MILLER: I said, "Hell, let's go all the way 10 LOLA: Right.
11 up to the top and talk to the director.” 11 LIEUTENANT MILLER: -- "because a 14-year-old and a 16-
12 LOLA: That's right too. Because we get some from -- 12 year-old and a 15-year-old and a 17-year-oid and
13 and I think it is DHEC -- Child Resource 13 all yada, yada, yada, as long as they haven't
14 pevelopment Center. They'll do that with us with 14 reached their 19th birthday, it's okay."
15 when they're trying to send over a referral. And 15 LOLA: So did they acknowledge what you were vtelling
16 it's like, "How can we proceed if you don't have 16 them?
17 the -- can't give us the i‘nformation, we can't take |37 LIEUTENANT MILLER: No. Hell, they sent me another one
18 your intake." ' 18 two days later. I'm going to, start -- I'm going to
19 LIBUTENANT MILLER: Yeah. This ig -- 19 get me a "Reject® stamp --
20 LOLA: It is -- Katie -- Katie's a bad person to deal 20 LOLA: Oh, cute,
21 with. 21 LIEUTENANT MILLER: -- and I'm going to stamp it and
22 LIEUTENANT MILLER: Well, I can't read this woman's 22 send it back to them.
23 pame, which I -- if I was them, I wouldn't write my |23 LOLA: I know because it's like people sometimes -- it's
24 name on it either. I think Maloney or something 24 like, "what do you -- what do you not hear? It's
25 like that. 1It's a nurse. But she senés it over, 25 not a ¢rime. This is not a crime, so it's not
Page 42 Page 44
1 "pDate of request® -- or it says, "Report of éexual 1 something that goes to law enforcement.”
2 activity of a minor under 16. 15-year-old" -- a 2 LIEUTENANT MILLER: I -- I don't know. T -- it just
3 girl that's 15 year old, 4 months, and 23 days is 3 _ drives me nuts. It's -- but --
4 having sex with a 16-year-old. 4 LOLA: Uh-huh. -
5 LOLA: Oh. 5 LIEUTENANT MILLER: -- the actual crimes aren't going to
¢ LIEUTENANT MILLER: And I said -- and I said, "Did he 6 be the ones that tick me off.
7 rape her?" 7 LOLA: Oh, exactly. Exactly. It's in --
g LOLA: Right. g LIEUTENANT MILLER: -- the bureaucracy and --

9 LIEUTENANT MILLER: "Well, no." g LOLA: Uh-huh.

10 vDid he force her to have sex?" 10 LIEUTENANT MILLER: -- bull shit that you have to put up
11 "No." ’ 11 with.

12 R »Are they having consensual sex?" 12 LOLA: Oh, yeah. Yeah. We -- we had a report today

13 "Yeah." 13 about a faint scratch and there's an open treatment
14 I said, "That's not against the law.* 14 case and it was indicated for physical neglect.

15 LOLA: No. 15 And they were giving it to us as a new report for
16 LIEUTENANT MILLER: “Well, they changed thé law.® 16 physical abuse. I said, “You know what? No. How
17 I said, "Yeah. They changed it and dropped it 17 about the treatment worker just go ahead and take a
i8 a year." 18 look at the situation, see if therg is need for a
19 LOLA: Uh-huh. 19 new repbrt." It's a faint scratch.

\

20 LIEUTENANT MILLER: I gaid, "A l4-year-old can have sex 20 LIEUTENANT MILLER: And -

21 with another person that has not reached their 19th 21 LOLA: You don't need to do a full-blown investigation.

22 birthday yet." 272 LIEUTENANT MILLER: And how many different ways that

23 LOLA: Yes. 23 could've happened?

24 LIEUTENANT MILLER: I said, "But here's the catch, now, 24 LOLA: Yeah. That's what I said. I said, "Go find out

25 if y'all want to send me one that's 15-year-old 25 if his cat scratched him. Can you -- can you find
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1 that out for me?" I mean, please, anybody can get 1 I enjoyed it.
2 scratched easily. A scratch -- a faint scratch, 2 LOLA: Yeah. Are you taking some Christmas vacation
3 but kid said something about "whooping.®" Well, you 3 here next week? ‘
4 know what? Treatment's in there. Treatment knows 4 LIEUTENANT MILLER: No. I'm on call next week.
5 what's going on in the household. Go ask Mom, 5 LOLA: Oh, wow. Okay. We're hoping it's quiet, right?
6 “Hey, are you actually whooping your kids? You 6 LIEUTENANT MILLER: Yep. Are you on call?
7 told me that you weren't, but your child's saying 7 LOLA: Yeah. I have the 24th.
.8 that you do now. Is this true?" Unh-unh. I mean, g LIEUTENANT MILLER: Och, good.
g we have, like, for -- for-your-information-only, 9 LOLA: And I want a quiet -- well, I only have the one
10 like, markings that we can do with the report. If 10‘ day, the 24th.
11 there's an open case already, we don't need to go 131 LIBUTENANT MILLER: Oh, hell, I got a;ll next week.-
12 back in there and do a new investigation on 12 - LOLA: But I want it quiet. )
13 everything. It's like, "You go out there and tell 13 LIEUTENANT MILLER: But I don't have to go unless my
j_4 us what you see. Is there concerns for something 14 detective can't handle it.
15 new? Then you can make a new report." 15 LOLA: Oh, okay That's how you get up there then, eh?
16 But we have counselors calling, "There's a 16 LIEUTENANT MILLER: Yep.
17 faint scratch on him, and he says his mom whoops 17 LOLA: Oh, all right.
18 him." Okay. A 18 LIEUTENANT MILLER: (To unknown male) Huh? No I had
19 LIEUTENANT MILLER: Yeah. 19 more important shit to do besides iMapping. I hate
20 LOLA: Never seen bruises or marks but there's a faint 20 I migsed it.
21 scratch today. 21 UNKNOWN MALE: It was good. o
22 LIEUTENANT MILLER: Yeah. That's just -- 22 LOLA: All right. Well, if I don't catch -- hear from
23 LOLA: Yeah. It's like you deal with some of the crap 23 you next week, you have a Merry Christmas.
24 -- crap you get. And that's serious, still calling |24 LIEUTENANT MILLER: You do the same and have a safe one.
25 us from the hospital with the same thing -- 25 And --
Page 46 Page 48
1 LIEUTENANT MILLER: Yeah. 1 LOLA: Yes.
2 LOLA: -- 15-year-old having sex with a 16-year-old. 2 LIEUTENANT MILLER: But if you need anything, you know
3 Okay. 3 who to call.
4 LIEUTENANT MILLER: Yeah. Did he -- and my first thing 4 LOLA: Oh, yeah. And -- and --
[ is: Did he rape her or force her to have sex? 5 LIEUTENANT MILLER: You've got my cell phone number.
¢ LOLA: See, and they're not. And -- and -- and Becky 6 LOLA: And I will not hesitate on the 24th at all if
7 has a good relationship -- I think -- I forget who 9 York County is needed and if there's a referrai to
8 the woman is now -- with the social worker at the 8 law enforcement.
9 hospital who's calling and making the reports and 9 LIEUTENANT MILLER: You won't have to worry about it.
10 that -- that social worker's saying, "No. But we 10 You don't have to worry about it.
11 were just told that we have to call you." 1It's 11 LOLA: All right.
12 like, okay. 12 LIEUTENANT MILLER: Well, you take care, and it was good
13 LIBUTENANT MILLER: '"Well, you called and you said it. 13 talking to you.
14 Goodbye. " v 14 LOLA: Same to you.
15 LOLA: Uh-huh. Uh-huh. We do, and you notice you're 15 LIEUTENANT MILLER: All ;L'ight.
16 not getting them because we're not sending them to 16 LOLA: All right. Bye, W.J.
17 you. But we'll lie through our teeth if we have 17 LIEUTENANT MILLER: Bye-bye. Bye-bye.
18 (inaudible) . 18 LOLA: All right.
19 LIEUTENANT MILLER: Girl, you ain't right. You're not 19 (End of recording.)
20 right. 20 (*This transcript may contain quoted material.
21 LOLA: Yeah. 21 Such material is reproduced as read or quoted
22 LIEUTENANT MILLER: Well, it was sure good to talk to 22 by the speaker.)
23 you. 23 (**Certificate accompanies sealed original
24 LOLA: Yeah. You too. 24 only.)
25 LIEUTENANT MILLER: I -- I know you probably didn't, but 25
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Levine | ,
@ Children's Specialty

Hosp.~ tal Centets
(704) A48.KIDS (5437) (888) 279-KiDS (5437)
pATIENT; CERIR B HIST, NO: 000-545-02-19
Data of Birth: METAREsS ACC. NO: RERER]

DISCHARGE SUMMARY
Chvidren's Hospital Inpatient Sarvice {CHIPS) leam A

Dale of Admisslon: 12/05/2008
Date of Discharge: 12/08/2003

Principsl Diagrosls:
1, Subdual Hemorhage

Hosphal Course: This patient is & 2-month-old previously healthy Caucasian male who presented to the
emergency depariment at Levine Children's Hospitat from Pladmont wilh ALTE. The patients parents
report fhat around 1630 on Friday evening, the patient had an episode shortly after 2 feed, whers he cried
oul and then arched his back. He went imp for approximately 10 minutes aflerwards. There ls no color
change, no cyanosis, no (0ss of consclousness. The paiient did nol have 8ny ghaking or selzure-ike
movements at the fime. Parents repart that ha was whimpering around with the 10 minutes mark and when
he was remaved from his car et al the emergency depastment, he fhen cried and began acling more
normally. They also reporied that he has heen more sleepy since hat lime and has been fussy but
somewhat consolable. Ho was noted to have a minor cotd ebout one waek ago and what the parents
describe as a throal infection. The patient in addition, today has had.nonbloody, nonbliious

vomiling that has been nosprojectie in nature: after all feeds last avening. There is marked decrease in
wrine ouipul and the palient has only had one wet diaper so0 far today as well s the wrine thal was oblained
when he was catheterized. The patient received one dose of Rocephin at the outslds hosplital before belng
transferred hers, after labs were obtained for a full sepsis workup. ’

Netwo: On edrmission, It was noted that the pallent had a ful fontnetle, A CT &can revealed aR sided subdural
hemonhage. During his stay here, e had no more ALTE-iike eplsodes and acted ike himsall. He had repeat C¥
scan which demonslrated no acule changs. ’

CV: No tachycardia { bradycardia, Stable.

Puim: The patiant was satﬁng well throughout the visil

| FEN/GI: The palienl wasona reguler age appropriste die! during his course here.

- Renal; Following admission, the palisnt was making adequale wine.

HemefiD: The patient's hemoglobin fose from 8.3 10 9.4, Stable otherwise. Low suspicion for infection.

Soclal: The patient was ovaluated for NAT and received a norma! ophtho gxamination & skeleta! survey. initially,

heto was som concern about the patlent's distal R femur but images were re-checked and no fratture was sean.
DEPARTMENT OF SOCIAL SERVICES & MEDICAL SOCIAL WORK were consulted. 1 was determined that the

e
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Jist. No: 000-545-02-19

C

family would attend parenting classes and DEPARTMENT OF SOCIAL SERVIGES would evaluate the home
sltuation,

Pertinent test results:
1. CT ScanHead (12/5): Thin faix subdural hematoma and sight convexity subdural hematoma, -

2, CT Scan Head {12/7); interhemispherlc and right convexity blood
3. Skeletel Survey: Negative ‘

Condltion at Discharge: Good

Discharge Medications:
None

instructions given to PatientFamily:
1. Please return in 2 waeks for repeat skelotal survey
2. Please pay close allention to baby and do nol leave him alona or unattended
3. Please monitor for changes in mental stalus, increasing lethargy, onset of vomifing.

Follow-up Care:
Dr. Praxton at Sunshine Pedfatrics (Primary Care)
LGCH X-Rey for Skeletal Survey on 12118109

Thank you for allowing CHIPS to care for your patlent at Levine Chitdren's Hospitel. 1f you need additional
informafion, you may access the patient's electionc medical record or call the Pediatric Referral Line at 704-448-

KIDS and ask {o speak with the CHIPS attending for Tesm A,

D:  FRIC SCHENFELD, MD/R
T: 12/08/2009 3:18 Pes6

ot -

Routing -
Pediatric Physician Link: Plaase route o alt providars isted In Follow-up Care. In additon, rovte to 77

1;?..
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Rainey vs. Charlotte-Mecklenburg Hospital Authority, et al.

Briggs E. Cook, Jr, M.D. 12/10/2012 Page 22

1 A Shaken --

2 Q -- syndrome?

3 A That's what, yeah, correct.

4 . Q Okay, okay. Is the absence of -- of a retinal
5 | hemorrhage, does that rule out that there is

6 nonaccidental trauma?

7 A No, it wouldn't. I mean, it -- it just --

8 there's no way to --

9 Q Okay.

10 A No, it wouldn't, because, I mean, obviously,
11 there would be, obviously, different ways to
12 traumatize a child. I mean, it -- I mean, you
13 could shake them here and it -- and their head
14 might be stable for some reason. So they

15 might not have retinal hemorrhages. '~ But that
16 obviously would be nonaccidental trauma.

17 Q All right. Well, have you ever had an

18 | occasion to evaluate a child who -- who was

19 sﬁspected of suffering from nonaccidental

20 ¢ trauma and had subdural hematomas but did not
21 have retinal hemorrhages?

22 A To my recollection, I've seen children who've
23 héd subdural hematomas who didn't have retinal
24 hemorrhages. But I don't know. And again, it
25 -- it -- it comes with, you know, my role is

803.749.8100 ‘BSouthern Reporting, Inc. http://www.southernreporting.net
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Attachment F

Child Abuse and Neglect Algorithm

L4

Medical leam identifias chiid in whom sbyse or neglec! Is suspected

v

Cansult CHS Clirical Care Managsment Soclal Workér 10 assist with assessment procoss

A4

15 the suspiclan of abuse of
neplact confirmed

Yes oo

¢
Report case to:
- County DSS in which child
resides
- Law Bnforcement Agency
whare the incldent occurred,
if Indicated

‘;..

Complete SCAN Fom
including dlagrams
1 4
Investigating agencies to
~ provide evidentiary
photography and maintaln
cheln of custody
Y
Refer to Administrativé Policy
# PR120.06 *Conasent for
Teaalment” if parent
guardinh, custodian, of
carelpker tefuses lo authorize
necessary metiical ireatment
forohild

For pallents with gvidence of
acule mulli-system injury
consult CMC Trauma Service
at 1-800-421- 9185, If patient is
at GMC contac! Trauma Ghief
gt pager 1888 or the Trauma
Atending at pager 1899
i

A

Consull LCH Pediatrios al
702446 5437 or 1-888.279-
6437 for assislance with
medical mansgememFor
patients at LCH ¢onlact the
Hospitalist al pagar 7446

PR 110,03, revised 0511

B No -

¥

Continug with Medioal
Menagamant Pian
Provide safety education

3 indicated

Refer io Child Maltreatment
Chnical Practice Guldefines
+  {policy PR11003} for
assistance with medical
mansgement

s2rsz
Rainoy-Carduff v. Garolinas Med. Cr.
002658

When medically claared, do
not discharge ohild untll
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Christa DSS Transcript of Recording 1/19/2010 Page 1
Page 1 page 3

1 1 has contacted us to let us know that, which we were

2 2 made aware of that yesterday. But I knew since it

3 3 was a holiday no one had contacted you.

4 Transcript of Recording 4 LIFUTENANT MILLER: Right. Well, I appreciate that.

5 Labeled "Christa DSS" 5 CHRISTA: Okay. I just had a couple of questions for

6 Dated 1/19/2010 6 you, Lieutenant Miller. Do you think we can
7 - = - - - - === == 7 schedule a meeting possibly? You and Amanda Carter

8 8 so that we can sit down with Yvonne and Phyllis and

9 9 myself and staff the case?

10 10 LIEUTENANT MILLER: Yeah.

11 11 CHRISTA: Just to make sure we're on the same page?

12 12 LIEUTENANT MILLER: Yeah.

13 13 CHRISTA: What about -- do you think Thursday? Can you

14 14 check with Amanda and see? Or what do y'all have

15 15 scheduled for Thursday?

16 16 LIEUTENANT MILLER: We've got a SART meeting at nine N

17 17 o'clock that morning.

18 18 CHRISTA: Yeah, I know. Lynn's going to that, so I'm

19 19 aware of that. And we've got a meeting from 9:30

20 20 to 11:30, but we were looking at possibly the

21 Transcribed by: BAudrey S. Beebe, 21 afternoon.

22 Southern ReporCing’ Inc. 22 LIEUTENANT MILLER: Two o'clock?

23 h 23 CHRISTA: Two o'clock will be good.

24 24 LIBUTENANT MILLER: Okay. I better put that --

25 25 CHRISTA: And you think Amanda -- that might work in her
Page 2 Page 4

‘1 LIEUTENANT MILLER: Sheriff's office. Miller, 1 schedule?

2 CHRISTA: Yes. Can I speak with Lieutenant Miller, 2 LIEUTENANT MILLER: Yeah. I'1l get it in there unless

3 pleage? 3 there's a problem.

4 LIEUTENANT MILLER: This is him. 4 CHRISTA: Okay. Do you -- are you going to -- y'all

5 CHRISTA: Hey. I didn't catch your -- I was making sure [ ‘want us to come there? You want to come here? How

6 it was you. How are you doing this morning? This 6 you want to do it?

7 is Christa. 7 LIEUTENANT MILLER: If y'all don't mind coming here,

g LIEUTENANT MILLER: Hey. I'm doing good. How you 8 we've got -- probably got more room.

9 doing? g CHRISTA: That's fine. We can come there if you would
10 CHRISTA: I'm doing pretty good. Did you get the news 10 like. Because it's going to be our attorney, our
11 from the hospital? 11 director, myself, program coordinator, and
12 LIEUTENANT MILLER: Unh-unh. 12 Devondra,

13 CHRISTA: The parents have decided to kind of just 13 LIEUTENANT MILLER: Okay. Yeah. There's --

14 withdraw all care and just let the baby die. 14 CHRISTA: So --

15 That's what Mom and the grandmother have decided. 15 LIEUTENANT MILLER: I don't see a problem with that.

16 LIEUTENANT MILLER: Well, did they not take it off the 16 CHRISTA: Okay. So we can come over there. Also, did
17 life support yesterday? 17 you ever check in that file to see the date on that
ig CHRISTA: Yeah, they did. They took him off the 18 info that I faxed you? You remember when I faxed
19 ventilator. So basically they're just -- they got 19 you that dictation? -

20 the do-not-resuscitate in place. 20 LIEUTENANT MILLER: Yeah. Hold on. I got it right here
21 LIEUTENANT MILLER: Okay. 21 in front of me.

22 CHRISTA: And based on the information that the doctors 22 CHRISTA: I j\;st want to get the date that you received
23 have given them that the baby is not going to get 23 the referral. I just want to make sure that --

24 any better and he's going to be brain dead, they 24 LIEUTENANT MILLER: The 17th.

25 and the hospital |25 CHRISTA: The 17th?

803.749.8100 louthern Reporting, Inc. http://www.southernreporting.net
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Christa DSS Transcript of Recording 1/19/2010 Page 2

Page 5 Page 7

1 LYEUTENANT MILLER: 12/17/09. 1 why -- you know, after all that talking to

2 CHRISTA: And then that was the day that I faxed you the 2 everybody, there was no concerns. You know, and

3 dictation? 3 the -- and the thing was set up to do the in-home
4 LIEUTENANT MILLER: Yep. 4 -- you know, the parenting counseling.

5 CHRISTA: Okay. Because I remember us talking. It was 5 CHRISTA: Yeah. And I --

6 in the afternoon. Do you have a time on that? I ¢ LIEUTENANT MILLER: So that's why I didn't -- you know,
7 know it was two or three o'clock, it seemed like. 7 there was no more. I said -- you know, I'm -- to
g LIEUTENANT MILLER: One of them -- the one that you sent 8 me that would've been slapping you in the face and
g me came at 1604, which would've been 4:04. 9 calling you a liar and you don't know what you're
10 CHRISTA: Okay. 10 doing, you know?

11' LIEUTENANT MILLER: And the other one was sent after 11 CHRISTA: Oh, I know.
12 hours on the 16th. 12 LIEUTENANT MILLER: And I just -- I just -- that was my
13 CHRISTA: The -- her referral? ) 13 thoughts at that time, and that's, you know, still
14 LIEUTENANT MILLER: Yeah. It came in at almost seven 14 what I believe, that, you know, I don't think at’
15 o'c;Lock on the 16th. 15 that time we had a problem. '

16 CHRISTA: Okay. That's what I was thinking. Those are 16 CHRISTA: Okay.

17 the -- 17 LIEUTENANT MILLER: You know, and that -- because I ~-- I
18 LIEUTENANT MILLER: Yeah. 18 -~ I -- I believed what you said, and I know you
19 CHRISTA: That's about the times that I had that I was 19 believed what you told me. 50 --
20 thinking. Because she -- she doesn't have the -- 20 CHRISTA: Oh, I did.
21 the fax cover sheet in her case file no longer that |23 LIEUTENANT MILLER: You know, we can't -- nobody has a
22 -- where I faxed you the dictation. So I -- 22 crystal ball a‘round here so --
23 LIEUTENANT MILLER: Uh-huh. 23 CHRISTA: I wish we did. It would make our jobs a lot
24 CHRISTA: -- figured you would have it, so I just wanted |24 easier, wouldn't it?
25 to get that from you. 25 LIBUTENANT MILLER: They wouldn't need very many of us.
Page 6 ) Page B
1 On the day that you got the referral from me, 1 Well, we don't --
2 I remember us talking about it. Did you ever call 2 CHRISTA: We might not have a job if we had a crystal
3 the hospital and verify any of what I told you? or 3 ball, huh?
4 did you -- because I had faxed you over everything 4 LIEUTENANT MILLER: All we'd need is one person with a
5 that they had told me. 5 crystal ball and the other one to chase it down,
6 LIEUTENANT MILLER: No. I didn't -- I didn't feel like 6 80 --
7 I needed to do that. 7 CHRISTA: Uh-huh.
g CHRISTA: Okay. I -- I -- I didn't think -- 8‘ LIEUTENANT MILLER: But, no, I just -- that was -- that
9 LIEUTENANT MILLER: You've never -- g was my beliefs and --
10 CHRISTA: I -- they -- 10 CHRISTA: Yeah. What about Kayla? Are y'all -~ are
11 LIEUTENANT MILLER: You've never told me anything wrong 11 y'all still investigating her? She just acts so
12 so far. 12 suspicious, Lieutenant Miller.
13 CHRISTA: I know. 13 LIBUTENANT MILLER: We're not through. We're not
14 LIEUTENANT MILLER: Why would I do that? ’ 14 through with this at all.
15 CHRISTA: I -- no. They just asked me that, and I told 15 CHRISTA: Okay.
16 them I did not think so because I had faxed over \16 LIEUTENANT MILLER: No. We're not through with this at
17 all of that information. 17 all. We just -- we're -- what we've done is we
18 LIEUTENANT MILLER: Yeah. ' 18 took -- taking a step back to let her go on and do
19 CHRISTA: Okay. And it wasn't until the second report 19 what she needs to do as far as the child goes. But
20 that you guys actually went out and met with them 20 once -- once everything's said and done, she's ’
21 because we -~ 21 going to come back into the picture.
22 LIEUTENANT MILLER: Right. 22 CHRISTA: Because she probably thinks she's out of it.
23 CHRISTA: -- didn't have any concerns at the initial 23 LIEUTENANT MILLER: Rigiat. I don't -- like I say, I
24 report. 24 don't know what part, if any, she has in it, but
25 LIEWBNMT MILLER: That's what -- you know, and that's 25 she's just --
803.749.8100 : : Southern Reporting, Inc. http://www.southernreporting.net
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Christa DSS Transcript of Recording 1/19/2010 Page 3

Page 9 Page 11

1 CHRISTA: She just is -- 1 stories to start off with, but he told us the truth

2 LIEUTENANT MILLER: -- she's just kind of weird-acting. 2 at the end. '

3 CHRISTA: And -- you know, and the -- then when they 3 CHRISTA: At the er'xd?

4 took -- I know the hospital -- this had come from 4 LIEUTENANT MILLER: Yeah.

5 the supervisor that was on call. The hospital had 5 CHRISTA: So the polygraph indicated that he was --

6 said, when they took the baby off of the ¢ LIEUTENANT MILLER: -- deceptive. ’

7 ventilator, the baby gasped for air. And Mom was 7 CHRISTA: Yeah. Okay.

8 in the room, and she didn't really seem to be -- I g LIEUTENANT MILLER: But we didn't bring up any -- there
9 mean, she's just kind of emotionless when it comes 9 was nothing done about the -- the December stuff.
10 to a lot of things. And she's just very immature. |10 Again, because that -- see, even -- even then that
11 I know that she's young, but she had -- I know she |11 had not figured into my -- that had not even come

12 made t;hat statement to you about the big -- big 12 back to -- in my realm of thinking --
13 jail or the little jail. i3 CHRISTA: Oh, I know.
14 LIEUTENANT MILLER: Yeah. You know, I'm sitting there 14 LIEUTENANT MILLER: -- as far as the Decer;\ber stuff
15 going, Where -- where is this coming from and why 15 because as -- talking with y'all, I had cleared
16 are you even here? 16 that out of my head as far as -- because Lola even
17 CHRISTA: Yeah, I know. And she was -- and that's the 17 paid, "oh. This is the one that we had the report
ig thing. Because we had come -- when we went to tﬁe 18 on back in December.® She had to ri;':g my bell on
19 hospital, we're like, "Where is ghe?" And she's 19 it, because I did not remember it because, once I
20 out running around dealing with Michael, and she's |20 had talked to y'all, that was said and done. That
21 not -- I mean, she seems to be putting him before 21 was -- that was a problem that was being, you know,
22 her child. ) 22 taken care of. So I didn't even --
23 LIEUTENANT MILLER: Right. 23 CHRISTA: Yeah. I didn't either. I mean, it's kind of
24 CHRISTA: Yeah. and did he ever admit to shaking the 24 a shock that any of this really happened because I
25 baby in December? 25 néver had any indication, and I'm all about taking
Page 10 Page 12
1 LIEUTENANT MILLER: No. He -- he said that didn't -- 1 babies'aﬁd relatively placing babies. But the
2 there wasn't anything -- nothing like that done, 2 hospital just wasn't -- they weren't giving us any
3 pecause I went back and talked to him. And he said 3 indication that they -- they had any real concerns.
4 that he didn't do -- there was nothing, and nobody 4 LIEUTENANT MILLER{ And all --
5 could figure out what was wrong with him, other 5 CHRISTA: You know, all the scans were negative and all
6 than him having a cold and a sore throat. 6 -- you know, .all those thinés that would indicate
7 CHRISTA: But he didn't -- he didn't indicate that he 7 that the baby had been shaken. They didn't have
8 had done anything -- 8 any --
9 LIBUTENANT MILLER: Unh-unh. No. g9 LIEUTENANT MILLER: And they had taken this child to
10 CHRISTA: -- to the baby in December? 10 four different doctors, and the only thing they
11 pid y'all give -- y'all gave him a polygraph, 11 came up with was a cold and a sore throat.
12 didn't you? 12 CHRISTA: Uh-huh.
13 LIEUTENANT MILLER: Yeah. 13 LIEUTENANT MILLER: You know, and it's not --
14 CHRISTA: And when -- did you ask him that -- was that 14 CHRISTA: And I -- I have all their medical records, and
15 question asked to him about -- 15 it ie consistent. They did take the -- the child
16 LIEUTENANT MILLER: We did -- the only thing that we 1é to the doctors when they said that they had taken
17 worked on him was with the -- 17 the child to the doctors.
18 CHRISTA: I know y'all were just trying to get him -- 18 LIEUTENANT MILLER: Right. I don't -- along with that
19 LIEUTENANT MILLER: -- current -- the current one, yeah. 19 and what y'all had told me and all that kind of
20 CHRISTA: Y'all were just trying to get him to 20 stuff, I just -- you know, I feit comfortable with
21 confess -- 21 it, you know.
22 LIEUTENANT MILLER: Right. 22 CHRISTA: Yeah.
23 CHRISTA: -- as quickly as possible. I know. 23 LIEUTENANT MILLER: Maybe I shouldn't have, but --
24 LIBUTENANT MILLER: Yeah. We got them. We got -- you 24 CHRISTA: Well, I mean --
25 know, he told us the truth. .He told us a couple 25 LIEUTENANT MILLER: -- I was comfortable.
803.749.8100 Southern Reporting, Inc. http://www.southernreporting.net
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Christa DSS Transcript of Recording 1/19/2010 Page 4
Page 13 Page 15
1 CHRISTA: Now you -- now it's easy to say that, but 1 that way y'all can -- y'all have all the
2 then, based on the -- because, you know, I had’ 2 information that we have and we have what you have.
3 staffed it with our legal department, and we just 3 And if you need copies of medical records or
4 didn't really have enough to do -- you know, 4 anything that we have, we can certainly provide you
5 proceed any further with doing a removal or 5 with all of those bec;use the baby has beaucoup
6 anything. 6 medical records.
7 LIEUTENANT MILLER: Right. 7 LIEUTENANT MILLER: Okay.
g CHRISTA: So, yeah -- g CHRISTA: Tons. So you said two o'cloqk on Thursday
9 LIEUTENANT MILLER: Well, I think -- 9 afternoon?
10 CHRISTA: -- it's unfortunate. 10 LIEUTENANT MILLER: That'll be fine with me.
11 LIEUTENANT MILLER: -- it goes back to -- I -- I didn't 1] CHRISTA: Okay.
12 even see that stuff that the grandfather or whoever |12 LIEUTENANT MILLER: Y'all just come over here and holler
13 it was said, but, you know, they need to -- people 13 for me. We'll meet in one of our conference rooms.
14 need to realize, you need to blame the person who 14 CHRISTA: Okay. Thank you so much, Lieutenant Miller.
15 did it. 15 LIEUTENANT MILLER: Oh, and before you get off the
16 CHRISTA: Yeah. And they're not -- 16 phone, I called you earlier. I don't know if you
17 LIEUTENANT MILLER: And he -- 17 were returning my call.
18 CHRISTA: The grandparents -- and I saw their little 18 CHRISTA: No. I hadn't -- I hadn't checked any voice |
i9 thing on Channel 9 News and all of that, but the 19 mails.
20 thing is they need to think -- they had all these 20 LIEUTENANT MILLER: Yeah. I'd left you one. The other
21 concerns and all these -- they have seen these 21 one that I wanted to ask you about was this Kylie
22 mystgrious bruises, and then he even went as far as 22 Sanders. ‘
23 to photograph a bruise on the child at some point. 23 CHRISTA: Yeah.
24 See, we weren't made aware of any of that. 24 LIEUTENANT MILLER:l What's the deal with it? Have --
25 LIEUTENANT MILLER: Right. 25 has she seen the SANE nurse yet?
Page 14 Page 16
1 CHRISTA: See, they should've been calling and making a 1 CHRISTA: Okay. She went to the pediatric doctor, and
2 report to us, had they -- had they had concerns. 2 basically the pediatric -- see, okay, when I talked
3 see, we could've looked at it a lot differently, 3 with Gina -- remember, you put me in contact with
4 and they were saying how, you know, that they were 4 Gina?
5 acting suspicious and Kayla had called one day and 5 LIEUTENANT MILLER: Right.
6 made a remark that she was going to lose it, to ¢ CHRISTA: Gina consulted with Dr. Olga Rosa in Columbia.
7 come get the baby. And -- yeah. So they didn't 7 LIEUTENANT MILLER: Right.
8 tell any of this to us until afterwards. g CHRISTA: And their recommendation was that -- the
' 9 'LIEUTENANT MILLER: Yeah. And, see, none of that came 9 general practitioner who had seen Kylie at Clover
10 to.light till after the -- the -- 10 Family Medicine couldn't determine whether or not
11 CHRISTA: Yeah. 11 the child had a skin tag or had an anal wart. '
12 LIEUTENANT MILLER: -- actual shaking of the baby that 12 LIEUTENANT MILLER: Right.
13 we know about. N 13 CHRISTA: And basically, Gina and Dr. Olga Rosa said
14 CHRISTA: Yeah, I know. 14 that the doctor should've been able to determine
15 LIEUTENANT MILLER: So -- 15 that. ‘
1¢ CHRISTA: BAnd -- 1¢ LIEUTENANT MILLER: Right.
17 LIEUTENANT MILLER: And, see, you're telling me stuff, 17 CHRISTA: And their recommendation was that the child be
18 again, that they're saying that I hadn’t even heard |18 seen by a pediatrician. So the foster parent took
19 yet. 19 the child to Rock Hill Pediatrics, because I had
20 CHRISTA: Yeah. 20 Clover Family Medicine do a referral. And I have
21 LIEUTENANT MILLER: So -- 21 around here somewhere -- and I will send it to you.
22 CHRISTA: Yeah. We'll -- we'll -- we'll get all that 22 oh, here it is. I'm going to send it to you --
23 out there whenever we staff the case on Thursday 23 where she saw the doctor on the 21st and they
24 because I just want -- I just want everybody to be 24 determined that the child had anal fissures that
25 on the same page, and let's just do a staffing and 25 had been -- that were healed and they really
803.749.8100 Southern Reporting, Inc. http://www.southernreporting.net
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Christa DSS Transcript of Recording 1/19/2010 Page 5
Page 17 Page 19
1 couldn't determine whether or not the child had 1 LIBUTENANT MILLER: Well, because -- is he a sex
2 been sexually abused or not. We have this case 2 offender or -- .
3 down to staff it with David tomorrow to see what 3 CHRISTA: I think so, yeah. From my -- from my
4 direction we're going to take. 4 knowledge, he is a registered sex offender.
5 LIEUTENANT MILLER: Uh-huh. 5 LIEUTENANT MILLER: Okay. Just get all that information
6 CHRISTA: They just couldn't -- they just -- they can't 6 for me so I can follow through on this side and see
7 really tell you that -- just the child had anal 7 what we need to do and --
8 figsures, and it healed. And it could be sexual g CHRISTA: I sure will.
9 abuse; it could not. They -- it could've went 9 LIEUTENANT MILLER: -- we'll --
10 either way. 10 CHRISTA: As soon as I get this Carduff squared away,
11 LIEUTENANT MILLER: Right. 11 just give me -- I -- I should have this to you in
12 CHRISTA: And this child, obviously, based on her age, 12 about an hour. A
13 she's nonverbal -- 13 LIEUTENANT MILLER: Okay. That'll be great.
14 LIEUTENANT MILLER: Right. 14 CHRISTA: Okay?
15 CHRISTA: -- so we're not able to get any, you know, 15 LIBUTENANT MILLER: Thank you, ma'am.
16 additional information. So we're going to be 16 CHRISTA: All right. You're welcome.
17 staffing it tomorrow. We've actually already 17 LIBUTENANT MILLER: Bye-bye.
18 indicated our case, but it wasn't for sexual abuse. 18 CHRISTA: Bye-bye.
19 But if they determine that we need to take a new 19 (End of recording.)
20 report and do a new investigation in regards to 20 (*This transcript may contain quoted material.
21 these anal fissures, we -- we certainly will. And 21 Such material is reproduced as read or quoted
22 I'1l -- and I'm going to give it back to Devondra 22 by the speaker.)
23 if -- if that happens. But basically, that's all 23 (**Certificate accompanies sealed original
24 the information that I have at this time. And 24 only.)
25 after I staff it tomorrow, I can give you -- and 25
Page 18
1 see what all foster care -- you know, if they have
2 any additional information, I will call you
3 tomorrow.
4 LIEUTENANT MILLER: Okay. .
5 CHRISTA: 1I'll go/ahead and fax this -- do you want me
6 to go ahead and fax the visit over to you?
7 LIEUTENANT MILLER: Yeah. Go ahead and do that, and
8 then let me know what y'all come out of -- what the
9 outcome is from y'all's, because if it's not going
10 to be -- you know, if -- if -- again, like, say we
11 can't interview the child and we have to go off of
12 doctors’ records but they can't tell us either, the
13 only person that would be able to tell us would be
14 the grandfather, if he is the one that actually did
15 it.
16 CHRISTA: And I don't-know --
17 LIEUTENANT MILLER: And I don't know --
18 CHRISTA: And I'm going to tell you this child has been
19 in contact with so many people, Lieutenant Miller,
20 it'd be really hard to determine who -- who would
21 even be a perpetrator. And that's the unfortunate
22 thing is -- is her age.
23 LIEUTENANT MILLER: Who is the grandfather?
24 CHRISTA: I would have to get that information from
25 Devondra.
803.749.8100 Southern Reporting, Inc. http://www.southernreporting.net
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Dictation , : . Page 99 of 101

Action Date: 1/11/2010 Action Time 0.50

Time: Spent:
Input Date:  1/12/2010 Toput Time: 7:27 AM Worker:  Hill, Dirvondra
Service ID: 0001388329
Program Service Type: Child Protective Services Assessthent
Authorization:
Support Service ID:
Dictation:
AM 7:27:15 1/12/2010

Collateral Contact-Social Worker-Yvette Case manager inquircd about Medical Records for the minor child
Owen CEREICase manager was informed shé would need a release of information from the parents and
they would not be able to give medical records to her tonight-they stop giving medical records at a certain
thing-Case manager would need to get in contact with the hospital in the moming regarding receiving
medical records.

Actions:
Face to Face with child/client

Recipients:

0001545389 - Carduff, Michael - 03/17/1991 (B)
0001545390 - Lythgoe, Kayla - 06/12/1990 (E)

Action Date: 1/11/2010 Action Time 0.50
Time: Spent: -
Liput Date:  1/12/2010 Input Time: 7:31 AM Worker: Hill, Dirvondra
Service ID: 0001388329 '
Program Service Type: Child Protective Services Assessment
Authorization:
Support Service ID:
Dictation:

AM 7:31:12 1/12/2010 .

Safety plan- Owen has acute bleed in the bead, actively seizing, multiple bruises chest, anm, thighs, and
legs, actively seizing not a good sign-2nd injury much ruore serious this time. Kayla and Michael will have
No unsupervised contact with Owen Owen CERRwill not go home with Kayla and Michael.
Levine's Children’s Hospital will contact York County Department of Social Sexvices when minor child to
be released/discharged. Both parents will comply with safety plan-failure will result in court intervention.
Case manager Hill will follow up with ALL parties and request records, etc. Parents never arrived back at
the hospital-Case manager spoke with Charlotie Williams regarding the safety plan and hospital staff-A
copy of the safety plan was placed in Owen's file, s

Actions:
Telephone Contact

Reciplents:

0001545389 - Carduff, Michael - 03/17/1991 (E)
0001545398 - Gl Owen - 09/09/2009 (E)

York County DSS 00278
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Dictation ' “Page 63 of 101

HRC690-R01 South Carolina Department of Social Services . 5/12/2010 4:47 PM
Case Dictation

Case 1D - obo1113743

Actions; ‘
Face to Face with Adult (To Review Treatment Plan)
Face to Face with child/client

ecipients;

0001545390 - Lythgoe, Kayla - 06/12/1990 (k)
0001545398 - CRER, Owen - 09/09/2009 (E)

Action Date: 1/29/2010 Action 6:30 PM Time 2.00
Time: - Spent:
Input Date; 2/4/2010 Input Time: 9:59 AM Worker:  Golden, Joacquinia
Service ID: 0001388329
Program Service Type: Child Protective Services Assessment -
Authorization:
Support Service ID:
Dictation;
AM 9:59:03 2/4/2010

GW Golden made face to face contact with Kayla Lythgoe aud her child owen CIEIlt levine children
hospital rooms# 8 at 1000 blythe blvd charlotte, nc. 704-381-8840 or 704-3812000, CW Golden discuss and
explained the safety plan that ycdss had put inito place for the saféty of the child owen carduff The

plan states. Kayla Lythgoe will ensure that all immediate fantily including but not limjted to the following;
herself, grandparents and step grandparents, uncles, aunts and cousins are to have supervised contact with
owen carduff. This safety plan is effective 1/29/10, Kayla lythgoe is responsible for gnsuring compliance
Wwith safety plan. DSS will monitor safety plan through follow-p with levide children's hospital. Kayla
Lythgoe stated that she understood the safety plan she sign and dated the safety plan. GW Goldep gave

copy of the safety plan to supervisor krista Hinnant.
PM 8:58:45 2/17/2010 h
Note: Only Action Code Face to Face with Child/Client should be selected,
ctions: )
Initial Face to Face With Child/Client

Recipients:

0001545390 - Lythgoe, Kayla - 06/12/1990 (E)
0001545398 - NN Owen - 09/09/2009 (E)

Action Date: 1/29/2010 Action 6:30 PM Time 0.50
Time: Spent:
Imput Date: 2/17/2010 Input Time: 9:00 PM Warker:  Golden, Joacquinia

FoU AP, D N . -
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Dictation

Service ID: 0001388329

Program Service Type: Child Protective Services Assessment
Authorization:

Support Service m:

Qictaﬂog:

PM 9:00:54 2/17/2010

Page 64 of 101

Collateral Contact

Recipients;
0001545389 - Carduff, Michae] . 03/17/1991 (E)
0001545390 - Lythgoe, Kayla - 06/12/ 1990 (E)
0001545391 - Williams, Charlotte - 03/01/1969 ()"
0001545398 - CREERIROwen - 09/09/2008 ®

Action Date: 1/29/2010 Action 3:35PM Time
Time; Spent;

Input Date: 112912010 Input Time: 4:26 PM Worker:
Service ID: 0001388329
Program Service Type: Child Protective Services Assessthent
Authorization;
Support Service ID:

Dictation;

PM 4:26:31 1/29/2010

0.25

Hignant, Krista

lring compliance with the safety plan, Linda
¢ and get back with

Staffing With Supervisor
Recipients;
0001545389 - Carduff, Michae] - 03/17/1991 ()

mhtml:file://C:\ecitdTru ener ~va-..s
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1043557787 CLINICAL CARE MGT, CAROLINAS HEALTHCARE 05:08:35 prh 02-17-2010 3ns

ChartSeript - Viewing 00054502 9 Carduff, Owen Michael
CEESH Oven ENSEM  000-545-02.19
DATE OF SERVICE: 02/17/2010, _
ATTENDING PHYSICIAN: Dr. Colleen Wunderlich,

OBJECTIVE:

Vital signs: Temperature 98.3, heart rate 142, respitatory rate 32, blood pressure 142/76. In general, Owen js
awake, alert, smiling, tracking in no acute digtress. Lungs: Clear to anscultation bilaterally without adventitioys
sounds. Cardiovascular; Heart with regulat tate and shythni, ng mutthurs, rubls or gallops, Abdgmen: Soft,
nondistended, nontender, normoactive bowel sounds. PEG tube in place. Extremities: No c’luhi)ing, CY&nosis or
edema, He continues to exhibit volitional movement of a1] extremities,

LABORATORY: No new labs,

ASSESSMENT AND PLAN: Owen is g delightfyt 4-1/2-month-old infant boy with acute on chronic subdura]
hematoma status post nonaccidental trauma x2 with multiple functional impairients and cortical visug]
impairment as well as state dysregulation, seizure disorder and right-sided hemiparesis.

1. Continue comprehensive inpatient rehabilitation program with thrée hours of interdisciplinaty care per day
with physical, occupational and speech therapiés. This level of care cannct be provided at a lower lavel,
Continue 24/7 rehabilitation nursing for medication administtation, family teaching. Owen also requires support
of a specialty trained pediatric rehabilitation physician,

2. Owen's mother did very well with her TLA_stay Yesterday with no issues, Discharge plan is currently on hold

3. Nutrition. Owen continues to tolerate is tube feeds via the PEG tube, We appreciate nutrition's assistance,
In addition, speech therapy would Jike to tepeat a modified barium swallow tomorrow ‘as they fee that he may
have progressed since his last MBS.

6. Sleep/wake cycle. Continye Benadryl 2.5 mg q.bus. p.ra. as wel] as Klonapin q.h.s.

7. Social services. DSS continues to be highly involved as above, Visitation plan contines 1o involve
supervised visits only for Owen's maternal grandparents, .

8. Outpatient follow up with heurophthalmology as planneqd, ~

York County DSS 0017
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ChartScript - Vigwing 0005450219 Cil Owen KRS

LEVINE'(.?HILDREN'S' SPECIALTY CENTER
. HISTORY & PHYSICAL

Carduff, Owen Michael 000-545-02-19

DATE OF ADMISSION TOVCAROLINAS REHABILITATION AT LEVINE CHILDREN'S HOSPITAL: 01/25/2010.
DATE OF ADMISSION TO LEVINE CHILDREN'S HOSPITAL: 01/11/2010 through 01/20/2010.

DATE OF ADMISSION TO PATRICK HOSPICE HOUSE: 01/20/2010 through 01/25/2010.

PRIMARY CARE PHYSICIAN: Dr. Paxtor at Sunshine Pediatrics in Rock Hill,

PRIOR NEUROLOGIST: Dr. Parrott.

HISTORY OF PRESENT ILLNESS: Owen is an adorable 4-1/2 month old male baby who has had a
rather complicated medical history with nonaccidental trauma and acute on chronic left
frontal subdural hematoma. His first hospitalization to LCH was 12/09/2009 for an acute
life-threatening event with a CT scan at that time showing a faux subdural hematoma, as
well as right convexity hematoma. Nonaccidental trauma survey done at that time was
negative. DSS was involved early and advised parenting classes and a home evaluation upon
discharge.

He returned to LCH on 01/11/2010 as an emerdent transfer from Piedmont Medical Center with
new subdural hematoma and status epilepticus. A new left subdural hematoma was found at
that time as were bilateral retinal hemorrhages.

During this second hospitalization he continued to have seizures requiring Ativan,
phenobarbital and fosphenytoin, as well as an EVD for elevated ICP, mannitol, hypertonic
"galine and Thiopental.. Subsequent imaging showed left frontal subdural hygroma with
abnormal signal in the basal ganglia bilaterally and splenium of the corpus callosum
consistent with sequellae of ahoxic brain injury, as well as abnormal subcortical white
matter throughout the cerebral hemispheres, also consistent with anoxic brain injury.

Neuroradiology and ethics were consulted to help with long-term prognosis and decision
making regarding withdrawal of care. It was decided that his long-term prognosis was very
poor and support was withdrawn on 01/18/2010 with plans to transition to acute hospice
care. Following extubation and discontinuation of sedation Owen was showing some
spontaneous eye opening, active gag and cough, spontaneous breathing, withdrawal to pain
and very little spontaneous movement. He was continued on IV phenobarbital for seizure
prophylaxis, as well as p.r.n. morphine for perceived pain and comfort.

He was transferred to Patrick Hospice House on the 20th. Physicians there report that he
was vacant and lethargic upon arrival, but quickly began showing ifprovement. He began
rooting and started taking small p.o. feeds ard advancing to formula via bottle. He has -
been showing some feeding behaviors and becoming more respongive. It still has not seemedy
that he is seeing or hearing. Given the significant improvements over the last several 4
days, and in concordance with the family's wishes, Owen was reevaluated by physical

medicine rehabilitation and is being transferred for comprehensive inpatient

rehabilitation fot his traumatic brain injury and associated neurological deficits.

Today Owen is accompanied by his maternal grandparents who must legally supervise his
mother at all times, as well as his mother who has custody and may sign all consents (no
other visitors are allowed). They report that he is doing much better than they
anticipated, however, has been very fussy. When he is awake he seems to cry almost
constantly with a very high-pitched cry. This has been alleviated by p.r.n. morphine
intermittently.

Additionally, he has not been sleeping very well at all. They have not noticed any
response to visual or auditory stimuli. They report that he is starting to use his left
side more and more. They report that he is having several wet diapers a day and has had
some regular bowel movements. They report that he has shown times of aggressive sucking
on a pacifier and has been taking small amounts of formula and Pedialyte when offered at
hospice.
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1/4/10 Staffing with Supervisor Krista
Current Situation: Hospital cannot determine if hematomas are
Accidental or non-accidental. Concerns for lack of supervision.
Charlotte babysits Owen, Baby is doing well. Crib and all baby s
Supplies in home. Recs: ‘Get all medical records; follow up with Law
Enforcement; What {s thefr status? Assess Grandmother’s home-get

Ineident reports

N

1110 Collateral Contact " Dirvondra
Telephone contact received telephone call stating that Owen
Cardiiff was still activély selzing and Michael Carduff was
Found gailty-He admitted to shaking the bahy

1119 Face to Face with child/eliont Dirvondra
+Safety Plan-Owen has acute blced in the head; actively
Selzing, multiple bruises. chest, ar, thighs, and legs, actively
Seizing not a good siga-2" ijury much more serious this tine.
Kayla and Michael will have no unsapervised contact with Owen
Owen CHENERwii not go homie with Kayla and
Michael. Levine Children’s Hospital will contadt York County
DSS when minor child fo be released/discharged. Both parents
Will comnply with safety plan-failure will result in court
Intervention. CM Hill will follow up ALL parties and request
Records, etc. Parents never arrived back at the hospital-CM
Spoke with Chatlotte Williams regardlng the safety plan and
Hospltal staff-A copy of Safety Plan was-placed in Owen’s file.

11110 Collateral Contact . Dixrvondra
SW-Yvette: Case manager tiquired about Medical Records for
The minor chili Owen C{IE-CM informed she would need 3
Release of Information form the parents and they would not be able :
To give medical records to her tonight-they stop giving medfcal
‘Records at a certain time-CM would need to get in contact with the {
Hospital in the moming regarding receiving ‘medical records.

DS8.YS 0045
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Laura Newmark, MSW Rafney vs. Charlotte-Mecklenburg Hospital Authorlty, etal. 9/27/2012 Page 1
Page 1 Page 3
BTATE OF BOU'I'H CAROLINA IN THE COURT OF COMMON PP E !
1 COUNTY OF YORK SIXTERNTH JUDICIAL CIRCUIT 1A EARANCE8: (Cont'd)
2 Civil Action No: 11-CP-46-04508 2 ATTORNEYS FOR CBEE AS THE CONSTITUTIONAL
ANT ONA
BLIZABETH HOPE RAINEY, as the
3 2*’8%‘{,5“" E g 1394 viDEOTATED 3 OPFICER OF YORK COUNTY
4 to a minox 4 MCCAY CAUTH ETTANA & STDBLEY PA
! DEPOSITION Egks HOLMES, REQUIRE
5 Plaintiff, or 5 13 3 andlng St
LAURA NEWMARK, MSW cg_rolina 29201
6 ve. 6 anet ) mesl@mac com
B i 7 ot vioe
a .
8 u4€ AR I LINA o LSO PRESENT: Videographer, Brooks Oswald
szmmxm‘ of BOGIAL SERVICES,
9 BRUCE BRYANT as the CONS‘PITUTIONAL 9
OFFICER OF YORK COUNTY,
10 Defendants. / 10
11 ' 11
12 TRANSCRIPTof the depogition in the 12
13 above-entitled matter by and before KAREN ANN 13
14 KOCSIS, a Certified Court Reporter and Notary Public 14
15 of the State of South Carclina, held at the 15
16 CAROLINAS MEDICAL CENTER, 1000 Blythe Boulevard, 16
17 Dining Room #4, Charlotte, North Carolina on 17
18 Thursday, September 27, 2012 commencing at 10:23 "1 s
a.m.
19 19
20 20
21 21
22 22
23
23
24
24
25
25
‘Page 2 Page 4
1 APPEARANCES 1 INDEX
ATTORNEYS FOR PLAINTIF EXAMINATION PAGE
2 McGOWAN, HOOD. & FELDER LLC 2 BY MR. HOOD 5
BY: 8. RANDALL H ESQUIRE and Witness waives reading and signing 163
3 DEBORAH CASEY ESQUIRE 3
1539 Health Care ive . . EXHIBITS
4 Rock Hill, South Carolma 29732 4 PLAINTIFF'S PAGE
rhoodencgowanhoad . co 1 Patient Care 5
5 ‘dcage owanhood com 5 . ) , .
803.327.7800 : 6 2 Child Abude and Neglect Algorithm 12
6 ‘ .
SHAW. LAW F 3 Xayla Lythgoe, Case Review 15
7 BY: DUANE M. SHAW, ESQUIRE 7
,1169 Bbenezer Roa 4 Case transfer and/or Cape Staffing 15
8 8South Carolina 29732 8
shaw@sha! wiawhrm net 5 Child Maltreatment Clinical Practice 33
9 803,329.4200 9 Guidelines
10 ATTORNEYS POR DBFEND 10 6 Admit Diagnosis 42
C?A? -MECKLSNBURG HOSPITAL AUTHORITY
11 d/b/a CAROLINAS MEDICAL CENTER 131 7 Admit Order 59
12 SOWELL GRAY BTBPP & LAFFITTB LLC 12 8 Certificate of Neceasity 59
BY; MONTELTH P. TODD, ESQU IRE for Retention of Custody
13 1310 Gadsden 8 13
Columbia, south Carolina 29211 9 Examing Physicians Certificate 59
14 mtoddegowellgray.co 14 .
803,231.7837 1 to Carolinas Healthcare System Policy 95
15 5 o )
ATTORNEYS FOR DEFENDANT 11 ‘Buspected Child Abuse and Neglect form 99
16 SOUTH: CAROLINA DEPARTMENT 16 .
" OF 8OCIAL: BERVICES 12 Answersg to Interrogatories 109
1 1
DAVIS, FRAWLEY, ANDERBON, McCAULEY, 7
18 AYER PISHER & SMITH, LLC 18
DATRICK J. FRAWLEY, ESQUIRE
19 140 Bast Main Street 19
nexin?ton, South Carolina 29072
20 at@oldcourthouase, com 20
03.359,2512 -
21 21
22 22
23 23
24 24
25 25
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Laura Newmark, MSW Rainey vs. Charlotte-Mecklenburg Hospital Authority, et al, Page 3
Page 9 Page 11
1 A 8ure. 1 and D8S.
2 Q Okay. And after being admitted to -- I'm 2 Q Okay. As a liaison, you are tha person
3 going to oall it L -- LCH, 3 that helps get whatever the medical dischavge is
4 A That's fine, yes, 4 going to bé; right?
5 Q Levine Children‘'s Hospital. If I uge the 5 MR. TODD: Objection,
6 term °LCH® or "Levine Children's Hospital® or 6 THE WITNESS: No.
7 "Levine," I'm talking all about the same entity. 7 BY MR. HOOD:
8 A Right. 8 Q. Okgg. A9 the liaison, you work as a
g Q Okay., 8o after being admitted to LCH, the 9. person between the state agency and the medical
10 child was eventually discharged back to bis parents; 10 doctoraf
11 righe? 11 A Yes,
12 A Yes, 12 Q And then you help those two paopls come
13 Q aAnd you're aware that approximately 30 13 togef:her to determine what's in the best intersst of
14 days after that, the child came back to Levine 14 the chila?
15 Children's Hospital and was catastrophically brain 15 MR. TODD: Objection.
16 injured? A 16 THE WITNESS: No, I phare information on
17 A Yes. 17 the clinical status and what's going on with
18 Q ‘And if he had nevexr been. put back with his 18 the patient with DS8, who hag the ultimate
119 parents, back to the abus{or. the child -- it would 19 discharge plan put in place.
20 have never happmgd, would it? 20 BY MR. HOOD: )
21 ¥S8. BROOKS HOLME3: Objection. 21 Q Okay. But I thought that you, agcozrding
22 MR, FRAWLEY: Object to form, 22 to your own algorithm, that you-all had to do. it
23 ' THE WITNESS: I can't angwer that. 23 togethex?
24 BY MR. HOOD: ’ ' 24 A I give them information. I don't contrel
25 Q Why can't you answer it? 25 the final decision.
Page 10 Page 12
.1 A Because I don't know what would have 1 Q Who controls the £inal decimion? '
2 happened,. 2 DSS.,
3 Q Okay. 'naj:'a ~- let's -- let‘s break it 3 Q Okay. Lot me look at your algorithm.
4 down a little bit for you, 4 (Child Abuse and Negleot Algorithm marked
5 He doesn't go back to his parents on 5 as Plf's Bxh 2 foxr identification.)
6 December the 8th, he goes into foster oareyl right? 6 THE WITNESS: Could I get to look at it?
7 MR. TODD: Objection. 7 BY MR. HOOD:
8 BY MR. HOOD: 8 [+] You're now looking at Plaintiff'g Exhibie
9 Q Or with another relative? g 1, which are some -- looks like typswritten ox some
10 MR: TODD: Objection. 10 electrenic-type of doc;lnantatlon about this baby and
' 11 MR. FRAWLEY: Same objection. 11 them -~ that's Exhibit 1, and then Exhibit 2 i3 o
12 MS. BROOKS HOLMES: game objection. 12 Child Abuee and Neglect Algorithm from Levine
13 BY MR. HOOD: 13 Children's Hospital; right?
14 Q You can answer. 14 Are you asking me? vYes.
15 A I don't have any say as to where he goes 15 Q Yon.
16 upon discharge, as a hospital employee. 16 a Yes.
17 Q You work hand-in-hand with a state agency, {17 ] Okay, Now, I'm going to go through 2, and then
18 you-all were retained to determine what hap'pana with |18 we'll go to 1; okay?
19 a child where there is suspected child abuse 19 k) Okay.
20 involved. 20 Qe Number 2, it saya, "Medical team
21 A I -- 21 identifise ohild in whom abuse or neplect is
22 MR. TODD:; Objection. 22 suapscted.*
23 BY MR, HOOD: 23 Do you ses that?
24 Q You can answer. 24 A Yes.
25 A T am a liaison between the medical team 25 Q And in thia cage thay identified a child
803.749.8100 Southern Reporting, Inc. hitp://www.southernreporting.net
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Page 29 i Page 31
1 Q I'm inviting you to tell them who is more | 1 because I didn't make that decigion. The
2 vulnerable then a baby under the age of six montha? 2 workup couldn't say definitively that he was
3 Tell us. o 3 the victim of abuse.
4 MR. TODD: Objection. This is all ' 4 BY MR. HOOD:
s argument, this is not -- 5 Q Have you ever heard of the texm "err on
6 MR, HOOD: I can ask her any question I 6 the side of caution?®
7 want to, brother. 7 A Yos,
8 MR, TODD: No, you can‘t, but you can ask | 8 Q Okay. And when you have a child who may
3 that one. ' 9 or may not be a victim of child abuse --
10 MR. HOOD: Okay.’ . 10 A Hw-hem,
11 MR, TODD: But it's argument and it's 11 Q -- what is the safest way to ensure theoy
12 really not appropriate, 12 are pafe?
13 ‘MR, HOOD: Okay. Who is the most -- 13 MR. TODD: Objection.
14 BY MR. HOOD: 14 MR. FRAWLEY: Objection to form.
15 Q Okay. Explain to me, what the quastion, |[15 THE WITNESS: The safest way to ensure
16 who is the moat vulnerable .in soviety, tell me how |16 that --
17 that's argument? 17 BY MR. HOOD:
18 MR, TODD: Lock, you're misinterpreting 18 Q That the baby ie not going to be abused
19 the question. She eaid -- 19 again,
20 MR, HOOD: No, no, that's what you said. 20 A Part of the safety net and working on
21 MR, TODD: You said that a baby under six |23 discharge, as far as the hospital social work piece,
22 months is vulnerable. 22 1s to get D88 involved, because they can be involved
23 MR. HOOD: No, she didn't. I said, "Who |23 in the home community, where we can't.
24 is the most vulnerable." 24 Q Okay. And then let's go back to this --
25 MR. TODD: Anyway, you can go shead, 25 this algorithm that we looked at earlier, and I
Page 30 Page 32
1 answer if you want to waste our time. 1 believe that was Bxhibit 2, at the bottom.
2 MR. HOOD: Please answer. 2 A Yes,
3 THE WITNESS: I don't disagree that a baby 3 Q At the bottom it saya, "when medically
4 under six months is vﬁlnerable. I'm just not 4 cleared.® Do you see that?
[ saying that they are pérhaps the most [3 A I do.
6 vulnerable portion of our entire society. 6 Q Okay. And what is “medical clearance?”
7 BY MR. HOOD:¢ 7 A When the child would be medloally stable
8 Q Okay. &nd my question im, if they are not g enough to leave the hospital.
9 the most vulnerable, tell this jury who is the most 9 Q Okay. Does that mean that the child --
10 vulnerable other than a baby undex the age of aix 10 even if they are medically stable, does it mean that
11 wmonths? 11 it*s in the best interests of the child to go back
12 A T don't think, in my experience as a 12 into the care of their parents?
13 eoecial worker, that I have the ability to say who's 13 A The -- I don't --.I don't really
14 wost vulpnerable in our soclety. I'm not disagreeing (14 understand what you're agking,
15 that a baby under six months is vulnerable. 15 Q Bura. vhen you say they are medically
16 Q Okay. And ig a baby under six months, 16 clearad, that means the child is stable.
17 which Owen Carduff was -- 17 A Medically stable.
18 A Yes. 18 Q Por whatever tho reason -- excuse me, I
19 Q -- 4% you can't rule out that he was & 19 apologise.
20 victim of child abuse -- 20 A Yes.
21 A Right. 21 Q So they're stable from the standpoint of
22 Q -- how 18 he dlscharged back to hig 22 the reason they ac¢tually came into the hospital in
23 parents? 23 the firet place?
24 MR. FRAWLEY: Objection to form. 24 a Right.
25 THE WITNRSS: I -- I can't answer that, 2% Q Qkay. And when they aze medically astable
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Page 33 Page 35
1 for the reason they came into the hospital, "do not 1 months old at the time he came in; right?
2 discharge until diasposition has heen determined by 2 A 1f you aa.y 80, :
3 madical sooial worker and DH8." 3 Q X'11 reprepent --
F'y That's what that paya; right? 4 A It saya two months on my note.
3 A 1 see that, o, 5 Q He was born in September.
6 Q You have. a joint responsibility, don't € A Okay.
7 you? ) 7 Q I think it's like the middle of September,
8 MR. TODD: Objection. g and then he came in the l1st of December. #o he was
° THE WITNESS: My responsibility as the 9 hetwaen two or three months, something like that.
10 medical soclal worker is to communicate 10 A Okay.
11 information to' DSS from the team and back to 11 Q That would be between zero and six months
12 the medical team from DSS. © |12 though; right?
13 BY MR. HOOD : 13 A Yes, .
14 Q Okay. And where iz that on the algorithm? [14 Q And then B, "Essential aspects caretaker
15 A I don't know. 15 history." Do you gee that?
16 Q  Okay. Let's look at the policy, then. 16 A Yes.
17 Let's look at your Child Maltreatment Guidelines, 17 Q It pays, "'nvba_l;.t_.he. parent, guardian or
18 maybe we can f£ind gomathing there. 18 child give a logical explanation that is consistent
19 . MR. HOOD: Can I have thig marked as 57 19 with the age, pattexn and geverity of the injury.”
20 THE REPORTER: Here you go. ’ 20 Do you see that?
21 THE WITNESS: Thank you, 21 A Yes.
22 (Child Maltreatment Clinical Practice 22 Q rThis should be assesded by clinician
23 Guidelines raceived and marked as P1f'g Exh 5 ‘23 familiaxr with normal pediatric developmant.,®
24 for identification.) 24 Do you see that?
265 BY MR. HOOD: 25 A Yes.
Page 34 Page 36
1 Q Have you ever eeen this before? 1 Q Now, as part of the gocial worker taam at
2 A Probably. I can't say exactly when and 2 Levine Children's Hospital, did you have interaction
3 where I would have. 3 with the parents in this particular case?
4 Q Okay. .At the top it says, "Child 4 A Yes.
5 Maltreatment Clinical Practice Guidelines, Clinical 5 Q Okay. And did you attempt to apgess or
6 ‘Practice Guidelines, CHS inpatient units in ' 6 determine what was the cause of this .subdural
7 emexgonoy department, evaluation and menagemsnt of 7 hematoma?
8 the suspected child abuse or neglect." B ' a I would have taken a history from the
9 Do youn ase that? 9 parents on had there been any recent trauma.
10 Yes. 10 Q Okay. And in this case, the parents said
11 Q And do you see under the big Roman numeral |11 they don't know bow it ocourred). right?
12 I, it says, ';ch.lld physical abuge"? 12 A They didn't have any history of a
13 " A Yes, 13 traumatic event. )
14 Q And then under A it says "Identification.,” |14 Q 8o there would have been no explanation, a
15 Do you sea that? 15 logical explanation, that waa gongidered --
16 A Yes, 16 congistent with the age, pattern or severity of the
17 Q And then it says, "Injuries, bruises, 17 injury, did they?
18 burns, fractures; This list is not inclusive (that 18 A 'l'hey didn't have a history of trauma that
19 -sho,uld be gongidered suspicious for physical 19 would have explained an injury.
20 abuse:)}* Do you sea that? 20 Q Ckay. And according to your note, this --
21 A Yes., 21 this -- thia one that we had looked at earlier, this
22 Q “Number 1, age zexo to six months: Any 22 Bxhibit -- BExhibit 1.
23 4injury.” You see that; right? 23 Before you would have done your note
24 A Yes. 24 on 12/7, you would have looked at the other pexson's
25 Q This ohild was about thres and a half 25 note on 12/6; right?
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Page 45 - Page. 47
1 first about Owen CENUGH on 12/4/03. 1 MR. TODD: Objection,
2 A Okay. 2 MR. FRAWLEY: Objection to form.
3 Q It has ®D-C home," tha't'a‘diachurge home; 3 THE WITHESS: 1In wy opinion?
a right? " | 4 BY MR. HooD: ‘
5 A Yes. 5 Q Yes.
[ Q Okay. 8o my question is, thexe appears to 6 A I think that the medical team has a
7 bs some type of -- somecne who is tracking what's 7 respomsibility to do a workup on a child that comes
g happening with those at-risk children in regard to g in with an unexplained injury and part of that is
9 their -- what's bhappening when they lesave; right? 9 calling PSS, working with them, making sure they
10 . A It looks like Lynn has kept a database, 10 have all the right information, doing ewverything we
11' yes. ' 11 can to do a complete workup, as a way to help
12 Q Okay. Aand that some of these at-risk 12 protect him, I -- i
13 children are discharged homa; right? 13 Q Okay, okay. Aand éo the medical workup 11';
14 ~ A Some of the kids that have had a wor)nip or |14 conjunction with the work of the state child welfare
15 had D8S involvement, yé€és, they're dischérg‘ed home . 15 agemay -~
16 Q And then some axe diescharged to a 16 A Um-hum,
17 relative. : 17 Q ~~ would then determine his most likely
18 a Yes. . 18 plavement?
19 [»] m!xd then st;,\ma may be discharged to a 19 A I would hope that a medical workup, being
20 foster care situation, 20 communicated well with the local DSS agency, would
21 A Yes. 21 help in assuring a safe discharge.
22 Q And all of that is depsndent upon the 22 Q ‘Okay, okay, okay. A&And you would agres
23 decisions By the hospital and the county social work |23 that a safe discharge would be appropriate for a
24 state agency? 24 vulnerable child?
25 MR. TODP: Objection. 25 MR. TODD: Objection.
Page 46 Page 48
1 MR, FRAWLEY: Same cbjection, 1 You go ahead and answer.
2 THE WITNESS: I -- no. 2 THE WITNESS: You know, I think certainly
3 BY MR, HOCD: ) 3 we hope that whatever happens would be
4 Q Okay. And whose decision is it where the | 4 medically safe and sgtable for the child,
5 child goes? 5
[3 A The county DSS agency. ' 6 BY MR, HOOD: .
] THE REPORTER: 1'm sorry? 7 Q Okay. Now, you've been working in a
8 THE WITNESS: The county fat:1 agency. g hospital environment for -- for how long have you
9 BY MR. HOUD: g been ay --
10 Q Okay. And if -- so 18 it your -~ and X'm }1g0 A I started in January of *‘03.
11 not saying it is -- is it your testimony, that the [11 Q Okay. 8o at tho time that this occurred,
32 hospital has no rasponsibility as far as the child |12 about six years; right?
13 being sble to lsave if they can't rule in or xrule |13 - A  Part time.
14 out non-accidental trauma? 14 Q Part time, And before that, had you ever
15 MR, TODD: Objection. 15 worked for a county agenocy?
16 THE WITNESS: 'That the hospital -- say 16 a Not a DSS, but a county mental health,
17 that again. 17 yes, in the school system, yes.
18 BY MR. HOOD: 18 Q So you had worked with children befoxe you
19 Q Bure, sure. And I apologime, it may have |19 actually came to Levine?
20 been inartful. 20 A Yes. .
21 Do you have an opinion -« 21 Q Okay. AaAnd you had raceived training in
22 A Okay. 22 rsgard to being able to spot child abuse; right?
23 Q -- sbout whether the hospital has a 23 A Yeah -- yes.
24 responsibility to Owen C{JJIEY to ensure his 24 Q okay. And you are. aware that an
25 dischsrge back to & safe environment? 1;5 unexplained subdural hematoma is not noxmsl for a
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Page 53 ’ ) Page 5§
1 Q Back into the same enviromment; right? 1 A Right, sure.
2 A I don‘t Xnow who's present before, during, 2 Q Is it yoyr testimony that you have no
3 after, but he was discharged home, yes. . 3 deui;;i.on-mktng ability in that xegard?
4 Q Okay, With his mother and father? 4 MR. TODD: Objection. .
5 A Yes. . ' 5 THR WITNBSS: Decision-making ability in
6 Q The game people that had no explanation 6 what regard?
7 Eor the brulse or the subdural hematoma; right? 7 BY MR. HOOD: _
8 A Mira~hom . 8 Q If enything, all you are is just a
9 MR, TODD: Okay. You need to answer -- 9 megpenger back and forth batween the two of them.
10 We've I think evexybody is getting your answer, 10 A No, I can give my opinion to the doctors
11 but the court reporter likes a verbal ‘response. 11 or -- and say that if there!s anything in
12 THE WITNESS: Sorry, I'm sorry. 12 particular.
13 MR. TODD: And the videographer likes a -- to [13 0 ‘Okay. Well, in this particular case, what
14 be ablé to pick it up on the microphore. 14 insight did jou give to the doctors?
15 - THE WITNESS: Okay. 15 A I'don't recall, off the top of my head,
16 MR. TODD: I think we all understood your 16 the conversation, I mean...
17 angwer, 17 Q Let's lock at this. The only thing that I
18 MR. HOOD: And what we may do, if you-all 18 can see ‘that raally has your stuff on there is
19 want to, I don't know what we're going to do 1'9 this -- where you --'you had your notes.
20 from a pousekeeping perspective, but i you 20 A This one?
21 want to take a breakx like evexy hour or so, and 21 Q Yes. And I think that was Bxhibit 1.
22 I don't care. I'm perfectly fine to keep 22 A Um-hmm.
23 golng. 23 Q And that actually hap Laura Newmark at the
24 MR, FRAWLEY: How much -time we've been 24 bottom of it; right?
25 going? ]2s A Right. Yes, that's my signature.
Page 54 Page 56
1 TRE VIDEOGRAPHER: 85 minutes. 1 Q Right.
2 MR. HOOD: We've been going 85?7 2 A '93 or '94?
3 THE VIDEOGRAPHER: No, that's how long the 3 Q Yes. ‘93,
4 tapes. are. 4 A Okay.
5 MR. -HOOD: Okay. How long -- 5 Q And we'll get to the other.
6 MR. TODD: You need a break? 6 But it says, "DSS to staff determine
7 THE WITMESS: Yeah, a break would be nice. 7 likely to allow discharge home with parents, child
8 (Brief recess.) g maltreatment coordinator has seen child as well,
9 EXAMINATION 9 nursing following ui:d_ated RN Tracy will follow."
10 BY MR, HOOD: 10 A That's "nevrosurg,® not “nursing.®
11 Q I want to go back to what your role is, if |11 Q Okay, 1I'm sorry, neurosurgery.
12 that's okay. 12 Aund neurosurgery, in this case that
13 A Okay, sure. 13 wae Dr. Scott MoClanahan then; xight?
14 Q And I know you‘ve got & master‘'s and -~ 14 A I think 1 saw his name, I don't remember.
15 and I belisve -- and correct me if I'm wrong, please |15 Q Okay. Now, would you have spoken to
16 corract me if I'm wromg. 1¢ neurogurgery?
17 A Mm-hmm, ) 17 A Not typically, no.
18 Q It's my understanding that you're a 18 Q Is -- i -- and this is where I'm trying
19 liaison between the mediocal team providing care for 19 to. get an understanding. What is the CHIPS team at
20 Owen in the hospital and the DSS workexs fxom South |20 LCH? '
21 Casrolina. 21 A That is the children's hospital inpatient
22 A Yes. 22 services.
23 Q Okay. Now, is it your testimony -- and 23 Q Okay.
24 I'm not saying you've testified this way, I'm jpst 24 A 8o it's the staff physicians, the staff
25 trying to £ind out. 25 pediatricians and the residents that are rotating
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Page 81 Page' 83
1 accidental or non-accidental®? 1 A I don't know. I know there are pediatric
2 A I don't recall specifics of the 2 ophthalmologists on staff.
3 conversation, 3 Q Okay.
'} Q What about the generalities of the 4 A I don't know -specifically who saw him.
5 conversation? 5 Q Do you know if they did a direct eye exanm
6 A I don't have any clear recollection, - 6 or indirect eye exam? '
7 Q In going through the medical records and 7 A . T wouldn't know.
8 looking at this and thinking back, do ‘you have a 8 Q Do you know 1if they used fluoroscopy or
9 general idea about what you would have determined 9 not?
10 whether it was acaidental or mon-sccoidental? 10 A I would not know.
11 A I'm sorry, I didn't follow you. 11 Q Okay, Saya. "Going to repeat CT today, -
12 Q Burs., In this particular case, I believe |12 because Owen‘s head appears to be swollen. Family
13 you t;ea't:l.’fiegl earlier that you would bave had seme 13 has no olear history of trauma; however, hogpital
14 conversation with a doctor; rxight? 14 cannot rule out trauma,.®
15 A Yes. 15 "' Do you sea that?
16 Q  Erista Hinnant says -- ghe documents that |1¢ A T do.
17 she has spoken to you, 17 Q Now, if you can't rule out trauma, how can
18 A Okay. ) . 18 a child be medically discharged back to his paventa?
19 Q Now, I'm not saying you did or you didn't, {19 MR, TODD: Objection.
20 but ghe's documented that? ' 20 THE WITNESS: I -- he was medically ready
21 A Sure, 21 for discharge.
22 Q And then I think you've documented that 22 BY MR, HOOD:
23 you did speak to Krista Hinnant; right? 23 Q "Medically ready® does not mean safe for
24 A Right, sure, 24 the juvenile to the return to his pazent, guardian,
25 Q And then in hers it sayse, "The hospital 25 custodian or careteker, though, does 1t?
Page 82 Page 84
1 ocannot determine whether injuries axe acoidental or 1 MR, TODD: Objection. .
2 non-acoidental," 2 THE WITNESS: They're two different
3 A . QOhkay. 3 things, yes.
4 Q It appears that that information is coming 4 BY MR, HOOD:
5 from you; right? 5 Q Okay. #And I understand "medically -
6 A Right . 6 6table,” that's like if he came in with a subdural
7 Q My question ia, do you -- how did you get 7 hematoma, they could have mome kind of sequelae or
8 that information that they couldn't determine one g something -- a physical manifestation or swme kind
9 way or ‘the other? ) 9 of something that caused a medical condition and
10 A I.would have reviewed his progress notes, 10 they've got to treat that; right?
11 the notes from the doctors -- ' 11 A ° Right.
12 Q Okay . . 12 Q And -« and he then becomes ptable, his vitals
13 A -- ppecialists, Bubspecialists, and talked {13 were okay, subdural -- the r p CT shows the
14 with the physician. . 14 subdural is being absorbed, and -- and he i3, by all
15 Q And vhen you talked to the physician, 15 intents and purp s akay to discharge from a
16 you're talking about somebody that is s mémber of 16 wmedical standpoint.
17 the CHIPS team? 17 A Yes.
18 A Yes. 18 <] Now, but as you said, it's diffexent than
19 Q  Okay. After that it says, “Owen's eye 19 safe to discharge to return to p . guardian,
20 exam and skelatal survey wers nagative.n 20 dian ox taker, though; xight?
21 Do you see that? 21 A I don't think; ve can predict the future on
22 A Yes, I do. 22 what 1s or isn’t going to happen in working with
23 Q And now, you probably don’t know this, but |23 Dss.
24 I'm going to ask, do you know if he was seen by a 24 Q And I agree, you don't have a oxystal
25 pediatric ophthalgologist? 25 ball.
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’ Page 113 Page 115
1 A Yes. 1 medically stable and ready for discharge,
2 Q That would be important to amcmeone from 2 BY MR. HQOD:
‘3 DBS8? ’ 3 Q fure.
4 A Yes. 4q A I think we would continue to work with
5 Q And if the safety plan was to follow the | 5 community resources and make pure that there was
6 medical advice of the hospital and doctor 6 going ‘to be appropriate follow-up, if we were
7 recommendaticns not to remove child f£rom hospital 7 concerned that the follow-up wasn't going to happen,
8 until medical discharge, if that was the aafety 8 Q Okay. and Appropriat.e follow-up could be
9 plan, that tley are not going to remove them from 9 discharge home, discharge to mlat:lve,Aor discharge
10 the hospital until the doctor says it's okay, is 10 to fostexr gare.
11 that okay with you? ' 11 A Yes, disposition and discharge would be at
12 MR. TODD: Objection. ‘|12 the pss discretion.
13 MR. FRAWLEY: Objection to the form. 13. .Q Okay. 8o it's your testimony under oath
14 THE WITHESS: 8o I -- 14 that the disposition or the discharge of the child
15 BY MR. HOOD: 15 from the hpspital back into the parents' care is
16 Q Let me ask you a different question. 16 completely dependent upon D8S?
17 A Yeah, I don’t understand. 17 A In my experience, yes. DSS telle us; when
18 Q Terrib;e question. 18 there is an open investigation, whers the child is
19 You see safety plan where it says 19 going to be discharged to.
20 "Pollow medical advice of hospital and doctor 20 A'Q Okay. lAnd 4t is your testimony under ocath -
21 raecommendations" -- 21 that @s far as a hoapital’s role, it is simply to
22 A Right. ) 22 treat the ohild and make sure that they are
23 Q -~ Mot to remove child from hoapital 23 medically atable to be able to be discharged.
24 until medical dipcharge."” You seé that; right? 24 A I -- we treat the child, if we have
25 A Yes. I read those as two different 25 concerning findings, we have a duty to call DSS or
Page 114 Page 116
1 things. , 1 other agencies, if we need to, and work with them
2 Q Okay. How do you read those? 2 and they tell us discharge disposition.
3 A I read that as “Follow medical advice of 3 Q Okay. AaAnd you said that the disposition
4 the hospital and doctor recommendations,™ which is 4 is the social -- is the state agency's
5 pretty typlcal, whatever follow-up, wedlicines, 5 reaponsibility?
6 appointments that the family has to comply with 6 A It is what -- yéah, it's DgS.
7 treatment herein- before they leave. 7 Q Okay.
8 Q sure. 8 A If they're going to take custody or not or
g A And then I read “not. to remove child fxom [ ‘9 where the child is golag to be discharged to.
10 hospital until medical discharge" as what the 10 Q Okay. And if we look back at Exhibit 10.
11 parents -~ the parents can't take the child out of |a3 A Which one is 10? .
12 the hospital until the doctor has said that the |2 Q This 1s that one -- well, 10 is the policy
13 child is medically stable for discharge. 13 on juveniles suspected of being abused ox neglected.
14 Q Now, ig 4t -- and I see -- I -- T 114 A Okay, okay. Right.
15 understand what you're saying, sure. 15 Q Could you read number 9 for us?
16 A Okay. 16 A “When medically cleared, do not discharge
17 Q And I'm not -- I won't put words in your 17 child until dippogition has been determined by
18 mouth. I want to know what you think. 18 medical social worker and DSS and a safety plan has
19 A Right. ’ 19 been placed on the chart in writing, if applicable.”
20 'Q Now, we talked a little bit about that -- |20 Q Okay. Where it does it gay it is
21 .that there are -- a child can be medically stable, 21 determined by the social worker -- by DSS only?
22 but it otil) may not be safe to diascharge a child 22 A Disposition has been determined by medical
23 home if there are positive findings of ohiid abuge? |23 social worker and DSS -- the way that I could read
24 ‘MR. TODD: Objection. 24 t:hat.,‘ back to nie being a liaison, that I'm making
25 - THE WITNESS: 1 -- the child can be 25 sure that the team knows that DS8 is involved in
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Page 117 Page 119
1 what they recommended. 1 that's what that paragraph is.
2 Q Okay. 8o aeven though this says what it 2 Q And why would they do the pursuit of the
3 eays, it's your testimony that it's pas‘'s 3 12,-hou‘:- physical custody?
4 respongibility and not the hogpital's, the 4 {Intercom interruptioa.)
5 disposition? 5 THE WYTNESS8: All right. Sorry. When -~
6 B To determine place of discharge, yeah. 6 when would -- I'm sorry, ask me again.
7 Q . Okay, okay, .okay. 7 ’
8 If we go to B, g8 BY MR. HOOD:
9 A Yeah. . [} Q Bure.. And it may be we read the whole
10 MR. TODD: Are we still on 107 10 thing and it may be -~ .
11 MR, ROOD: Yes,. 11 A okay. )
12 BY MR. HOOD: 12 Q -~ you anewered the question, and that's
13 Q It says, “When a physician determines that (13 my fault.
14 a juvenile should remain in the.hospital for medicai |14 A Okay, okay. _
15 reasen,” 15 Q Okay. It says, “When a physician determines
16 Do you see that? 16 that a juvenile should remain in .the hospital for
17 A I do. '17 medical reasons or that it is unpafe for the
18 Q And that'e about stabilivy; righte 18 juvenile to xveturn to his or hor parent, guardian or
19 A Right. 19 carataker, the physician or administrator should
20 Q a0r that it ip unpafe for the juvenile to |20 first tact the DiYeator of Dep t of Sooial
21 return to his or her parent, guardian or oaretaker." 21 Services to determine if DSBS will take emergency
22 Do you see that? 22 oustody and authorize the hospital to rotain
23 A When a physician determines that it is 23 physical cuastedy of the juvenile.”
24 unspafe, yes. 24 A Okay.
25 Q Bo they have two things they have to 25 Q “In the event D88 is unwilling to take
Page 119 ) Bage 120
1 determine: One, the child ie medically stable; and | 1 custody or cannot be contacted, the local distrioct
2. two, that it's safe to dischargse him back to the 2 couxrt has authorised the physician or administrator
3 parent or garetaker; x;;i.ghb? 3 to rxetain physical cuptody of the juvenile whanever
4 A The -- the physician has to -~ so the 4 the physician determines that the juvenile should
5 phyaician has to determine that the child is 5 remain for medical treatment or, a ding to his or
6 medically- atable. 6 har medical evaluation, it is unsafe for the
7 Q Rigtit, 7 juvenile to return to the parent, guardian,
8 A Yes. And then know what the discharge g custodian or caretsker.®
9 plan is for a child that ie involved with DSS. 1Is 9 Do you pee that?
10 that what you're asking? 10 A I do.
11 Q. I'‘m just reading the poliacy, %"Or that it {11 Q Now, that second paragraph says, "If D88
12 is unsafe for the juvenile to return to his or her [12 is unwilling to take custody or cannot be
13 parent, guardian or ocaretaker." 13 contacted."
14 A Well -- okay. It ssams llke an “or." 14 A ¥Yen,
15 When & physioisn determines that they should remain |15 Q Baefore it puts that 12-hour adminigtrative
16 in a hospital for nmiedical reasons or that it is 16 order in and ‘talka about that other stuff, about
17 unsafe. 17 "the juvenile chould remain for medical treatment or
18 Q Right, one of the two. 18 acoording to his or her medical evaluation, it'a
19 A - 80 they have to determine one of the two {19 unsafe for a juvenile to return to his parentn;
20 if they want to pursue the 12-hour custody. 20 right?
21 Q Right. But -~ but -- but let's say that |21 A Yes,
22 in order for them to determine one of the two, 22 Q Ckay. Now, my question tv you is, okay,
23 they‘ve got to consider both, though; right? ) 23 in order for them to determine that, whethor a child
24 A If -- if they are pursuing the -- excuse |24 is medically stab- -- you've agreed they've
25 me, the-12-hour emexrgent physical cuptody. I think |25 determined that the child was medically stable?
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Page 125 Page 127
1 discharge of any child would not be back into 1 social worker who is involved or the team.
2 an abusive situation, ' 2 It's a coordinator role with a
3 BY MR. HOOD:' 3 physiclan conault plece to it.
4 Q And a hospital should make sure a bsaby ia 4 Q Do you know who back 1n‘2009 was the
5 dlag- -- diagnosed with & cause of a head injury 5 physician coordinator?
6 before discharging back to paxenta? - 6 A In 2009 sgpecifically? Dr. Morgan was
7 MR. TODD: Objection, 7 here, Dr. Mackens might have been.
8 MS. BROOKS HOLMES: Cbjection. 8 Q Okay.
9 THE WITNESS: No, I wouldn't agree with 9 A Maybe Dr. Rogers. I don't remember
10 that, because you can’t always say. 10 specifically.
11 BY’ MR. HOOD: ) 11 Q You’ve heard of a Dr., Courtlandt?
12 Q If you can't say what was the causa of a 12 A Yes. . ,
13 bead injury, you shonld erxr on the side of caution 13 Q You know Dx. Couttléndt?
14 before discharging a three-month-old baby bauck to 14 A Yes.
15 pavents that had been suspﬁaeed of ¢hild abuge? 15 Q Have you evar heard of -- I gan't remembex
16 MR. TODD: “Objection. 16 his name -- does a "fheldon® ring a nams?
17 MR. FRAWLEY: Objection. 17 A No.
18 MS8. BROOKS HOLMES: Objection. 18 Q I don't know what his name is.
19 THE WITNESS: I don't agree that the 19 A No, it doesn't.
20 parents were suapected. A report was made, and |20 Q It*s somewhere in thers. We'll figure it
21 in terms of erring on the side of caution, we'd |21 out in the mext deposition.
22 rather make the xéport to DSS than not and hope |22 MR. TODD: Maybe.
23 that D8S§ can do a complete follow-up that we 23 MR, HOOD: Hopefully. It's written
24 can't do here in the hospital, 29 somewhere, I just can't read it.
25 BY MR, HOOD: 25 MR, TODD: Yeah, if you can give we the
Page 126 L : Page 128
1 Q Okey.. Doctors in hospitals should ery on 1 pa.ée nu;nber, not today, but later, I'll tell
2 the sgids of cautlon in cases of suspeoted child 2 you vho it is.
3 abuse? 3 MR. HOOD: Hold on a second. I might even
4 MR. TODD: GCbjection. 4 have it right here.
5 MR. FRAWLEY: Is that a question? 5 BY MR, HOOD:
6 MR, HOOD: Sure. é Q Maybe Stephen Renfrow.
7 MR, FRAWLEY: Objection. 7 a I know Dr. Renfrow.
8 MS. BROORS HOLMES: What was the question? 8 Q Yeah. .
9 BY MR. HOOD: 9 A But I think he would have been a resident
10 Q Doctors in hospitals should err on the 16 then.
11 side of caution in cases of suspected child abuse; 11 Q Okay.
12 corract? 12 A Ig there an "R?
13 -1 Yes. 13 Q It's just in the -- the interrxogatories.
14 Q And doot and hospital p 1 should {14 A Ch, okay. Sorry.
15 follow policies and procedures; right? 15 THE REPORTER: How do you spell hias name?
Tre A Yos. 16 THE WITNESS: R-e-n-f-r-o-w, I think it
17 Q Okay. There was mention duxing this stuff |17 is.
18 that I read about the child maltreatment team, and I |13 BY MR. HOOD:
19 think it was a Nisp Myexre or something. 19 Q 8Btephen Renfrow, yas.
20 A Right, 20 A " /R"?
21 Q Ie the child maltreatment -- dg it a team 21 Q It has “MD/R."
22 or is it just one person that's a coordinatory 22 A That means ha was a resident at the tima.
23 A There is a nurse coordinator and a 123 Q Okay.
24 physiclan consultant that she works with, and then 24 BY MR. HOOD:
25 they might talk -- excuse me, they might talk to the |25 Q Okay, okay., AaAnd the CHIPS team, I think
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Page 137 . Page 139
1 right? 1 Q "Caxolinas Modionl Center oomplied with ' {
2 A Right. And I think he waa discharged the 2 that duty of notifying the South Carolina D88 of the
é next day when I wasgn't working on a Tuesday. 3 potential of non-accidental trawma with Owen
4 Q  Okay. 4 " '
5 ~- ™otified the South Carolina [ Do you ses that?y
6 Department of Bogial Bervices of the potential of 6 A Yes.
7 non-accidental trauma to Owen o 7 Q aAnd 8o, it 15 -- &o you have -- do you have an
8 You agree with that? 8 opinion about whether the hospital had a duty, other
9 A Potential, yes, ) 9 than notifying South Carolina DBg of the potential
110 Q And that °The South Carolina Department of [10 of non-acuidental trauma, in regard to the
111 8ececial Sexvices reaponded, conduoted itg om. 11 diapos!.tioi; of the discharge?
12 investigatien in the matter, and detarmined that 12 MR. TODD: Objection. .
13 Owen Carduff could be discharged back into the 13 MR. FRAWLEY: 1'il abject ag well,
14 custody of his parents, 14 THE WITNESS: Did the hospital have a duty
15 ' Do you see that? 15 to contact DSs?
16 A I do. 16 BY MR. HOOD:
17 Q But you paid you don't know when they 17 Q Ho, no, no. Dpid the hospital have a duty
18 finished their investigation; right? 18 other than contacting Dgg in regarde to the
15 A I know they started .it and they have a 19 disposition of the dischgrg‘e_ of the child?
20 certain pericd of time to finigh it. 20 A No. I think tha hospital ‘fulfilled its
21 Q And ‘you don't kinow if thaey actually 21 duty in wmaking the report to pss and providing ‘them
22 determined that he ehould be discharged back into 22 with up-to-date fnformation.
23 the custody of thigs parents, do you? 23 Q Okay. And it is your teatimony that that
24 A No. They gave us permisasion to discharge |24 1@ the responsibility of the hospital .-
28 him to his parents. ' . 125 A I think --
Page isa Page 140
1 Q Bacause you-all medio’glly disoharged him; 1 Q ~- and that was their reaspengibility?
2 right? . 2 A I -~ yes, X
3 A He was medically ready for discharge, and 3 Q ' And the responsibility of whether it was
4 then we would need to work with D8S to make sure 4 safe to discharge him back into the home with hig
§ that they knew that he was medically ready, and then 5 parents or not was not the respongibility of
6 we would look to them for where he would actually be 6 Carolinas Medical Center or Levine Childrenta
7 Qdischarged to. 7 Hospital or the tanu/w
8. Q Medically ready would be medically stable B MR, TODD: Objection.
9 and pafe to discharge back into the home of his 9 THE WITNESS: I -- .
10 parents? . 10 MR. TODD: Go ahead and answer,
11. A Madically ready would be stable and then 11 THE WITNESB: I think the responsibility
12 to look to DSS for the disposition. 12 wag to do an appropriate medical workup with
13 Q Okay. It says 24, I'm soxry, Page 13, It 13 all the 8epgcialties ang sub-apecialties, make
14 says, "With the. 2inding of non-acoidental trauma in 14 the initial report to D8S, and make sure they
15 December of 2009, dasoribe whether or not the 15 had all the cutreni:, up-to-date information
16 hospital had a duty or responsibility to digcharge 16 about Owen so that they could direct the
17 the child into the hands of a Person or entity who waa 17 hospital on discharge.
18 not sumpected of perpetrating sbusa or trauma to the -~ (15 BmY MR, HOOD:
19 on the ohild,® 19 Q Okay, okay. Have You ever had your
20 And thon responge was, "The defendant 20 deposition taken before?
21 GHC's duty wes to motify the appropriate state 21 A A deposition, no.
22 &genoy of the potential of non-acoidental trauma, 22 Q Prior to thias depositicn, had you had an
23 which it di4d,° 33 opportunity to review any of the mediocal records or
24 You-all dide 24 policies? X
25 A Yes. 25 A I had met with Mr. Todd, yes.
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Page 161 - Page 163
1 Q God blees you for that, that's tough. 1 ¢ontinue to -ask them to share the stor'y over and
2 Do you know why you ragommended 2 over again.
3 parenting classes or why thay racommended the 3 . Q Was there sver any racommendation by you,
4 parenting olasses? 4 a physician, or any other representative of Carolina
5 A I think {t was primarily because of their 5 Healthoare System that PS8 should not discharge Owen
6 young age. 6 back to his parente?
7 Q . Okay. 2Ara you aware of any literature 7 A Not that I know of.
8 that the very young are at riek for being child 8 Q Okay. And you agree. that it's .within the
9 abusers? ) 9 scope of the physician’s treatment to recommend that
10 A I think -- not a specific literature site 10 a child not: be discharged back to his parents?
11 off the top of wy head, no, 11 A I know that the physician can give their
12 qQ Sure. But you'rs awarse, that there are -- |12 opinion.
13 because of wh;lt you do and besause of your education (13 Q Jura.
14 and baaausé qf. your experience, that there are 14 MR. HOOD: ‘That's all I have.
15 certain ripk factors for populations that are more 15 MR. FRAWLEY: DSS has no questions.
16 pubject to being abusers than not,. 16 M8. BROOKS HOLMES: No questions.
17 A Right, ' 17 MR. TODD: No questions.
18 Q I mean, it can be -- I've read statistics 18 (Vidéographer's closing statement,)
19 where it gaid people who were not married were more 19 (Of£f video.) )
20 likely to abuse rather than married paxrents. 20 THE RRPORTBR: And we do waive; right?.
21 A Right. 21 MR. TODD: DO you want to read and gign
22 Q People under a poverty level of like 22 this? You have a right to read it if she made
23 $15,000 a year.’ 23 an exror.
24 A Right . 24 MR. HOOD: Her face is like, no.
25 Q Young parents under the age of 21, 25 THE WITNESS: No, I'm done, I'm good.
: Page 162 Page 164
1 A " Right. 1 {Déposition concluded at 1:47 p.m.)
2 Q People who complain about a child being 2 (* This transcript may contain quoted material. Such
3 fuesy all the time because they don't -- they are 3 material is reproduced as read or quoted by the
4 almost naive about tho gare that a child is supposed | 4 speaker.)
5 to raceive? Have you sesn anything like that? 5 («* Certificate accompanies gealed
6 A I don't know about the last one, people 6 original only.)
7 that complain all the time, but I do think I would ]
8 agrea with the other ones. 8
9 Q That there are certain risk factors? ]
10 A Yesn. i0
11 Q Okay. And «- and when you woxked with D88 |11
12 and you worked with the medical team as a liaison, |12
13 you would have had to have taken those risk factoers 13
14 into considexation; right? 14
15 A It would be part of the workup, ves. 15
16 Q Okay. As a scoial woxker, did you meke 16
17 any clinical adsessments of elthexr parent to 17
18 determine if either were a risk of being or becoming |1
19 abugers of theix childy 19
20 A My interaction with them would have been 20
21 more brief than Katie's was, 21
22 Q  Okay. 22
23 A Just becausge their story about the 23
24 admisgion would have already been told and D8S would 24
25 have already been involved, so generally wa don't 25
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Page 33 Page 35
1 detexmine it ome way or the other. 1 reported to the D88 worker and was not reported
2 A Right, right. 2 to us,
3 Q And in Owen ‘BN situation, it's your 3 The subdural hematoma is a finding that we
4 testimony you couldn't determine one way or the 4 see that can have many different cauees, one of
s othex? [ vhich is accidental trauma; one of which ig
6 A Right, ) 6 non-accidental trauma.
7 Q Okay. Now, before he was discharged, 7 There was no story that went along with a
8 you're aware that thers is documentation in the 8 cauge for thig, the cause was unknown.
9 chart that the child had a bump on his head a weak 9 Q Ckay. And -- and you had an opportunity
10 or two before this? 10 to review -- I mean, just becauée of you being a
21 A Right. 11 pediatrician, you've had the opportunity to review
12 Q And thers is no explanation from anybody 12 ARP documents and AAP literature and just literature
13 because of that bump? 13 in t‘ho medical field about child abuse; right?
14 A Right. 14 . A Yes.
15 Q And you're aware that -- that in this 15 Q And if -- Aif somebody is perpetrating
16 particular situation, there was a CT ghowing two 16 ¢hild abuse, they don't necessarily always say, "Oh,
17 subdural bleeds, one a falx hematoma of which there 17 yes, I committed abuse on my child,” do they?
18 was no explanation from the pareants? 18 A That's txue.
19 A ) Yes. 19 Q And when you have a situation liks that
20 Q You're aware the parents were both under 20 and the parentsg don't have an explanation for this
21 the age of 207 21 #ubduralhematoma, why was the child discharged
22 A Yes, 22 without ruling it in or ruling it out?
23 Q You're both aware that -- that -- I mean, 23 A Well, we attempted to, by doing a retinal
24 at least from the documentation, it appeaxs that 24 exam, which can be corroborating information, we
25 there were money problems in the home. 25 attempted to, by doing a skeletal survey, which can
Page 34 . Page 36
1 a Not to my knowledge. 1 be corroborating information, both of which were
2 Q There im documentation about the child had | 2 normal. R
3 been crying incessantly or had been for the week 3 They were chserved in a room 24 hours
4 before that had baen irritable. 4 by a sitter. The nursge documented family check-ins
5 A According to the documentation in the 5 to look at appropriate behavior, to assess what his
é intake history and physical by the resident, the 6 interaction was with the family. Thay were
7 original reason why the father took the child for . 7 appropriate when approached by us, good eye contact,
8 the -- to the firpt visit was that he vas fussy. B really' involved, they appeared to be loving.
9 Q And you're awars that there are risk 9 There was no explanation that they
10 factors for -- for people who may commit child 10 gave that could have happened to this. It could
11 abuse? ‘ 11 have been accidental. He had numerous caretakers,
12 A Yes, Bir, I am aware there are risk 12 hie mother, his father, as well as his grandmother,
13 factors. 13 Many of them -- any of them could have injured him
14 Q And -- and when you have those risk 14 accidentally and just are got giving a story, all of
15 factors that you have in this case with an 15 that is a possibility. '
16 unexplained bump on his head a week before, an 16 Q I have read the literature that said a
17 unexplained falx hematoma, an unexplained right 17 2all from 4 feet or lese usually doesn't result in
18 oconvexity hematoma, and thexe is no explanation from 18 an int ial b hage. Have you read that?
19 the parents, how do you characterige that? 19 A It doesn’'t usually -- a skull fracture
20 MR. TODD: Objection. ’ 20 doesn't usually occur,
21 THE WITNESS: The bump on his head, that 21 Q Okay. An intracranial hemorrhage isn’'t
22 wag referred to previously, was not present, he |22 somsthing that you just see that happena
23 had absolutely no skin findings, no bruising 23 spontansously in most three-month-old children)
24 A whatsoever, the -- from my understanding, the 24 right?
25 bump on the head was something that was a5 A In most three-month-o0ld children. There
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’ Page 41 i Page 43
1 Q When you have & child who has these 1 to be Aischarged back into the home?
2 subdural hematomas aﬁd has some of the xisk -- the 2 A T;Iat's not my dstexmination.
3 parents have some of the risk factors, how do you 3 Q Okay. Let's look at -- I'm going to esk you
4 err on the mide of the caution if it's either 4 to look at -- yeah, I think it's in this stuff right here.
5 accidental versus non-accidental? 5 A Okay.
6 MR. TODD: Cbjection. 6 Q I think it'p -- I think it's Exhibit 9 and
7 THE WITNESS: By taking the steps that we | 7 Exhibit 8 and Bxhibit 7.
8 did; by asking for a child maltreatment 8 Exhibit 8, Bxhibit 9 and Bxhibit 7.
] evaluation; for getting the chj.ld a 9 Exhibit 7 is simply an adominiatrative
10 maltreatment physician involved; from getting |10 exder for Retantion of Custody for Juvenile
11 Department of Social Services and law 11 Sumpeoted of Being Abused Pursuant to North Carolina
12 enforcement involved, That's how you exr on 12 Goneral Statutes; right, right?
13 the pide of ocaution. 13 A Yes. I don't know what this form means,
14 BY MR. HOOD: 14 but yes, I guees that's the heading of this Eoxm.
15 Q Okay. And so you would have gotten the |15 Q Okay. Thess are attachments to a Child
16 p’ediatzic ophthalmology consult? 16 Abuse and anlu'l!:!.on Polioy at Carclinac xen:l.théau
17 A Yes. 17 Bystenm.
18 Q And that came baok negative? 18 And Number 8 is the Csrtification of
19 A Negative, 19 Meocessity for Retention of Custody.
20 Q Although you don't know how it was done? |20 Do you see that form?
21 A No. 21 A Yes.
22 Q ¥Would you have gotten a pediatric 22 -] Okay, Aand then the next form is Exaemining
23 neurosurgery conault -- . 23 Fhysioian's Certifiostion,
24 A Yes, 24 A Yes, N
25 Q ~~ with Dr. McClanahan? 25 Q And undar that it says, *fhe undersigned
Page 42 Page 44
1 A Yes. 1 examining phfnic!.a'n hereby certifies there ie good
.2 Q And he would have -- it appears that 2 cauge t;) suspact that the juvenile was abused and
3 somebody with him would have ordered the CTs and 3 should remain in blank, nams of facility, fox
3 they would have bsen looking at the CTs and they 4 medical treatmsnt or it is unsafe for the juvenile
5 would be medically treating the effects of the 5 to raturn to his parent, guardian, custodian or °
¢ subdural hematoma? - 6 oargetaker.®
7 A or evaluat:fng if they need treatment. 7 ’ Do you see that?
8 Q Right, evaluating. 8 A Yes,
] But the bottom line is that the CHIPS 9 Q 8o do -- does ths physician at Levine
10 teams, of which you were the attending physician, 10 Children's Hospital have the ability to state that
11 would have been the responsible party for 11 it's unsafe for a juvenile to raturn to his parvent,
12 determining if the child was appropriate ‘for 12 guardian, custodian or caretaker?
13 diséharge or not? 13 A If the circumstances of a spscific case do
14 A I would be the appropriate person to 14 come that you can say withoﬁt. & doubt that chila
15 determine if the child was medically cleared for 15 abuse has occurred, you could, then, I guess, feel
16 @Gischarge. 16 comfortable signing this foxm.
17 Q Okay. Now, thers are two components of 17 Q Okay. I'm going to uge the vonverse)
18 medical dischaxged, axen't there? I mean -- and 18 okay? If you can say without a doubt that it aid
19 when I had say that, what I'm asking is, you bave to |19 not occur, you could safely discharge him home;
20 be medically stable; xright? 20 right? ’
21 You agree with that? 2 A Again with the negatives, what?
22 A Yea. 22 Q Okay. Xf you can safely -- if you oan
23 Q And then in regard to child -- either 23 say --
24 suspected or potential child abuse or traumm, you 24 A Yes.
25 also have to determine that it is safe for the child |25 Q -- that uneguivooally thexe was no child
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: Page 45 Page 47
1 abuse, it is safe ;:o discharge him? - 1 A You may or may not.
2 A Yeah, I guess, yes. 2 Q Okay. And 5o in this particular case,
3 Q It's the converse of what you sald? 3 bscause of the abusive head trauma -- excuss me,
4 A Yes, yes. 4 In this case, because of the subdural
5 Q You said "eguivocally.® If you said there 3 homaéomu, the skeletal survey may oxr may not help?
6 was a child abuse, you could say it may not be nafe 6 A May or -- it may or may not help,
7 to send him home? 7 depending. You may also repeat it in two weeks to
8 a Yes. 8 see if there were any injuries that were young and
g Q But 1f you take the exact converse, if you 9 were freeh if you didn't see them on the first
10 can sa& unequivocally thera wae no child abuse, you 10 skeletal survey.
1i can safely send him home; right? 11 Q And -- and in doing that I know thexe's a
12 A Yes. 12 huge, huge controversy over shaken-baby syndrome
13 Q Now, but Owen CHMEWEM fell in betwesn 13 that is now called abusive head trauma.
14 those two th!.ngé? 14 A Yes,
15 A Yes. There was some elements of the 15 Q And I know that -- there ip a classic
16 workup that stated that there was concern for 16 triad. I know therq's a -- a -- you know, thexs are
17 non-accidental trauma, but other elements of the 17 mimics that are written about in the’ literatuxs, I
18 workup of the evaluation which did not meet the 18 Jnow that they don't even use that nomenclature
19 criteria because they were negative and therefore, 19 anymore --
20 it could not be determined whether or whether not he |30 A Sure,
21 had been the victim of child abuse. 21 Q -- in the modical field?
22 Q Okay. And I' think one of the things you 22 A Right.
23 sald vas tha skeleton suxvey? 23 Q It's now AHT --
24 A 8keletal survey. 24 A Right.
25 Q ngkeletal survey." 25 Q -~ ag gppoasd to 8B8?
Page 46 Page 48
1 Right. 1 A Right.
2 Q And the skeletal survey would have been 2 Q And when you have a situation and you've
3 where they do radiograph of both arms, both legs, 3 ruled sverything out except for either accidental or
4 and your core. : 4 non-acoldental trauma, ,how do you ensure a baby isg
5 A Yes. ¢ ®safe if you don't know that it's not non-accidental
6 Q And your head? 6§ trauma?
7 A Yes, *"and your head.® 7 A You put in place a safety plen and you
8 Q And they detexmine whether there's been g report them to the Pepartment of Social Servicee and
9 'any previous fractures or evidence of any kind of g you get law enforcement to involve -- to investigate
10 breaks or something that would indicate any kind of |10 if they can further get information to see if there
11 trauma; right?’ 11 is anything that corroborates for there to be
12 A Yes. 12 acoidental or non-accidental trauma.
13 Q Now, when you have abusive head trauma, 13 Q gkay, And go when you get it to a point
14 would you agres with me that many times you do not |14 where you've xuled in or out everything except for
15 See any othor signs of symptomology on a skeletal 15 accidental versus non-accidental traums, then you
16 exam? 1¢ work with D88 and law ent t to det ine
17 MR. TODD: Objection. 17 whethar it's one of the tway right?
18 THE WITNESS: It depends on the specifics |18 A Or a combination of both or -- what -- or
19 of the case. 1'9 whatever.
20 BY MR, HOOD: 20 Q Or a combination of the both --
21 Q It Gepends on the mattal cas; itselty 21 A Yeah, whatever.
22 A Yes. 22 Q -- beoause you ocan have acsidental trauma
23 Q And when you have somsone who has an 23 and non-accidental trauma?
24 isolated incident of abuaive head trauma, you may 24 A Yes, yes.
25 not see anything on a skeletal survey; right? 25 Q Okay. And -- and so in that case, you would be
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Page 53 ' Page 55

1 BY MR. HOOD: 1 Q And you initiated child maltrsatment

2 Q And it says: “This policy statement 2 inpatient order pet; right?

3 relates to the igsue of awareness detections and 3 A Yes,

4 management of children at rigk for abuse or neglecgt 4 Q And a CHE clinical care management social

5 in the inpatient physiclan office and urdont care 6 worker did aid in the assesgment process; right?

6 settings., It provides guldance on the procedure 6 A Yes,

7 that should be followed in cases of suspected abuse 7 Q And & -- and & child abuss and neglect

g or naglect.® 8 form wnt; filled out on this case; right?

9 You aes on the summary statement, 9"’ A Actually, it wasn't completely filled it
10 it's on the very first page? 10 out because it waen't -- that's a form that's used
11 A Okay. 11 on admission. S0 all the information that is
12 Q And thip ig a policy at Carclinas 12 required to be put in that form had already been
13 Healthcare 8ystem of whi.eb Levine Children’s 13 g‘athered before.

14 Hospital 1s a part; righty 14 Q Okay. But -- but they ‘had f£illed out part
15 A Yes. 15 of it but not all of it; right?
16 Q And then under "Definitions? it aays, 16 A Yes. )
17 "Juvenile: Any person under 18 years of age who ia 17 Q And why wouldn't they have filled out the
18 not emancipated by marriage, court ordex, or a 18 rest of it?
19 member of the Armedn Sexvice -- or of the Armed 19 A That scan form ié an admission set. The
20 "Forcas.” You ase that; xight? 20 patient had already been admitted, and it wasn't
21 A Yoo, 21 until after admission the injury was identified.
22 @  And that be would be -- Owen CHEEM would |22 Q@ Okay. Well, X was also locking for the
23 fall within that definition; right? 23 scanned discharge order forn. Was thers a scanned
24 ‘A Yes. 24 discharge oxrder form that was used?
25 Q Then it hag "Abuged Juvenile: A juvenile a5 A I am not sure if that was completed.

Page 54 Page 56

1 whose parent, guardian, custodian or caretaker 1 Q Okay.

2 inflicts or allows to be inflicted sericus pl'xyuca.l 2 A I don't know.

3 injury which causes or'a:eates a substantial risk of 3 Q It says, "All cases of suapected abuss or

a4 injury, death, disfigurement, impairment of phyaicai 4 negleot should be reported to the Department of

5 health or loss of impairment of any bodily organ.”- 5 Soccial Services in the ocounty where the child

6 You see that definition; right? ¢ resides.”

7 A Yeas, I see the definition. 7 Do you see that?

8 Q But -- but you have said you couldn't rule 8 A Yes.

9 in or out whether that cocourred or not? ] Q And you-all called York County Department
10 A True. I could not rule in or out vhether 10 of Bocial Services; right?

11 Owen Carduff was abused. 11 aA Yes.

12 Q Okay, okay. Then I go to the second page, |12 Q And, in fact, law enforcement was involved
13 which ig "Procedurae." And it says, "A. Clinlcal 13 a8 wall?

14 team identifles child abuse or neglect is suapected 14 A Yas.

15 and initiates ouspected child maltreatment inpatient |15 Q aAnd then undex 6 it says, °If a parent,

16 order set followad by discharge order set if 16 guazdhn or carxetaker rafuges to authorize necessary
17 applicable.” 17 medical treatment refer to administrative poliocy.®
18 A Yen. 18 You see that paragraph) right?

19 Q Do you ses that? 19 A That --

20 A Yes. 20 Q Number 67

21 Q Now, that says, "Clinical team identifies 21 A Yes,

22 abhild abuse or neglect is suspected.® 22 Q But that didn't apply in this case --

23 A Yes. 23 A Right,

24 Q You puspected it at ome time, didn't you? 24 Q -- because they didn't -- they comsented
25 A Yes. 25 to all of the statemants?
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Page 61 Page 63
1 I was not able to determine whether it was 1 thing happens becsuge of suspected child abuse?
9 accidental or non-accidental trauma. 2 A Because it's a possibility, yes.
3 BY MR. HOQD: 3 Q Okay. It's not because -- okay. It'se
4 Q Right, and I get that. 4 jus£ because of possibility, not probability?
5 But what I'm gaying is 5 A No, not pxrobability, possibility.
6 hypothetically, end I'm not even gaying Owen 6 Q Okay. And it's a posaibility, the reason
7 il let'® Just say any child, if you had said 7 you do that in the case of & possibility is for the
g with the same -- evaerything else that Owon CHNISE 8 safety of the childe :
9 had, but you aaid, it's my opinion that the child 9 A Yes,
10 suffered subdural hematoma because of tha 10 MR. TODD: Objection.
11 non-accidental trauma, based on your experiencs, 11 BY MR. HOOD: ‘
12 more than likely mot, thay wouldn't have dipcharged [12 Q and the safety of the child is the tep
13 the child homs with the parents? ' 13 priority) right?
14 MR. TODD: {bjection, 14 MR. TODD: Objection.
15 MR. FRAWLEY: Objection. 15 THE WITNESS: The safety of the child is
16 THE WITNESS: But every case is different. |16 always the top priority.
17 The constallation of signe and symptoms and 17 BY MR. HOOD:
18 everything that puts together in the case is 18 Q And by baing the top priority, you don't
19 different. So I'm not quite sure I how I could {19 discharge a child home not knowing whether it's
20 answer your guestion honestly. 20 non-accidental trauma or not? \
21 BY MR. HOOD: 21 M8. BROOKSH HOLMES: Objection.
22 Q Sure. and -- and -- and, liatem, I 22 THE WITNEBS: I would not say that that's
23 appreciate. that. 23 a true statement, in that you cannot determine
24 A Okay. 24 in this particular setting of whether it was
25. Q I'1l -- 1I'll ask it this way: Youx 25 non-accidental trauma or not.
\ Page 62 Page 64
1 de}sleion on what caused the sMral hematoma is 1 The information was not able to be -- it's
2 going to be important information to determine the 2 not like you could do a test for this.
3 disposition of the child to be dimcharged home back 4 BY MR. HOOD:
4 to his parentas? 4 Q Sure.
[ MR. TODD: Objection. 5 A The information wae not able to be
6 THE WITNESS: I guess I ready said, but I ¢ obtained, what we had available at that time,
7 guess maybe I'm not communicating well. I was 7 Q Okay. And then on the acoidental, when we
8 unable to determine how the subdural hematoma 8 ‘talk about thg differenoe betwesen agoidental and
9 occurred. 9 non-acoidental, I balieve one thing you said earlier
10 BY MR, HOOD: 10 48 -- and there's different ways it would happen, &
11 Q Bure. 11 child could fall off of something, could roll off, a
12 A and so therefore, could not make a 12 child could -- they could shake it if -- if they
13 determination of whether it was accidental or 13 were trying to dislodge food «-
14 non-accidental, because I couldn't determine how it 14 A Right.
15 wae caused. . 15 Q -« and everything. Okay. Kobody evexr
16 Q Okay. Even though you couldn't determine 16 sald anything about the child nesding to have
17 it, you still suspected it at the time of discharge 17 something dislodged; right?
18 though; right? 18 A Not in the hietory, no.
19 MR. TODD: Objection. 19 Q And no one sver paid any -- this child at
20 MR. FRAWLEY: Object to the form. 20 three monthé of age was not abla to rell, cxawl or
21 THE WITNESS: I -- I suspected -- ' 21 walk, ’
22 BY MR. HOOD: ’ 22 MS, BROOKS HOLMBS: Objection,
23 Q Non-accidental trauma? 23 THE WITNESS: Was not able to.
24 A That that was a possibility. 24 BY MR. HOOD;
25 Q Okay. Well, this whole child maltreatment |25 Q And what other way of accidsntall txauma
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Cheryl Courtlandt, M.D. . Ratney vs. Charlotte-Mecklenburg Hospital Authority, et al. 9/27/2012 Page 23
Page 89 : Page 91
1 & child three-months old is not able to spoakk go 1 A Yes. .
2 you; xright? - 2 Q And in this particular case, there was no
3 a Yes, 3 description of the mechanism of the injury or
4 Q It's hard to measure a child's cognitive 4 injuries; righty (
5 abllity at the age of three months; right? \ 5 A Well, at that point there was no
P A Right. Yes, I would eay. ¢ documentation that there had been an injury. The
7 Q I know even with a CT access, . a lot of 7 parents came in requesting evaluation because of the
8 times they don't make the diagnosis until the child g fact that he had cold symptoms, he had been seen by
9 is one or two years old; right? . 9 the pediatrician, and they felt that he was getting
10 A Right. 10 worse. He then had that choking episode at home and
11 Q And go then, since the ochild can't help, 11 then was brought into the emergency room.
12 you've got t':o look at tl;e caregiver's axplanation 12 V 80 at that point there was no injury
13 and see if it's supported by the characteristicas of 13 really to document what the explanation or the
14 the injury,; right? 14 mechanism was at that point.
15 A Yes. 15 @  Now, the subdural was a aignificant
16 Q The characteristios of this injury are you |1 injury; right?
17 have a falx subdural hematoma, that is an injury 17 A He had a swall subdural hematoma., T can't
18 pattern consistent with AHT, a segond subdural, and 18 say how significant that -- the injury was that
19 they have no explanation fox that; right? 319 caused .it.
20 A Yes. 20 Q You don't have an opinion about whether a
21 Q 8o there was no supported explanation of 21 -- two different subdural hematomas in a
22 the subdural hematomas, was there? 22 three-month-old child ig a sigmificant injury or
23 A There wag no -- no -- nothing in the 23 not?
24 history which would give an explanation for them 24 A Well, I can't tell you whether the -- the
25 ocgurring, ; 25 -- it's a significant injury. I can't tell you what
Page 90 Page 92
1 Q Okay. It says the -- going down to 1 the mechaniesm -- what the degcription of the
2 the bottom, ®“Clinical Presentation Settings," segond 2 mechanism of injury was. .
3 full paragreph, “The clinical approsch to an infant 3 Q Right, xight. That's all I was doing,
4 or child with possible abueive injuries ie not 4 it's a gignificant injury?
5 significantly @ifferent tham from standard pediatric 5 A Right, yes. .
6 oare,® ’ ' 13 Q Now, goilng under the medical history, it
7 Do you see that? 7 saye., "Bxpleanations that are concerning for
2] A Yes. 8 intentional trauma include: O©ne, no explanation or
9 Q And you agres with that; right? 9 vague explanation for a significant injury.®
10 A Yes. 10 Do you gee thatp
11 Q "As with all patients, a severely-injured 11 A Yes. o
12 child must bs stabilized bsfore further evaluation 12 Q And that's something you have to take into
13 is undextaken;" right?- 13 your differential diagnosis, right? .
14 p- A critically injured child, yes. This 14 A Um-hmm,
15 child was not critig:ally 1njured. 15 Q If you can give me a verbal.
i6 Q Okay. But in a cohild who has suffer.ad an 16 A Yes, I'm sorry,
17 ALTR, apparent life-threatening event, once they are [17 Q And explanation that's inconsistent with
18 stab:lused,’ a careful and well-documented hiastory is |18 the pattern, age, or severity of injuries.
19 one of the most critical elements of the medical 19 You see that; right?
20 evaluation; right? 20 A There was no explanation.
21 A Yea. 21 Q Right, right, there was no explanation.
22 . Q "and if pogaible, you should document 22 A "There was no explanation.® »
23 description of the mechanisms of injury or injuries 213 Q It says, "Information should be gathered
24 and stated prognopis and progresaion of symptoms in 24 in a non-accusatory but detailed manner. Other
25 the child's development capabilities)® right? 25 information that may be useful in a medical
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Page 105 Page 107
1 about discharge plan and check with departwent of 1 on 12/8/09?
2 D88 referral status. 2 A Or close to that.
3 Q Okay. Now, when you do that, do you defer 3 Q Okay. And this would have been the
4 or do you delegate the chacking with D88 to the 4 discharge ordera; right?
5 madical socisl worker? 5 A No, this is my last note. This is my last
6 A Bhe would probably make the call to D88 6 note. The discharge summary is another document.
7 and depending on what the situation is, DS8 may want 7 Q And it says, "Claarad by MsW.®
8 me to be patched in when she calle, or they may not, [} A Right.
9 depending on what the gituation is. ) 9 Q And when that says, "dleared by MSW," what
10 Q Okay. But would you depend on har to be a 10 doea that mean?
11 liaison batwaeen you and DSS? 11 A That meane that we have a safety plan and
12 A Yes. 12 the safety plan has been signed.
13 Q@  Okay. And then she could go back and tell 13 Q Okay. And ie that supposed to be in the
14 them any conversation sho may have had with you, 14 chart somewhere?
15 likewise she could have told you about conversations |15 A it is in the chart, I think.
1€ she would have had? 16 Q Okay.
17 A Right, yes. 17 A Usually. I don't place it in the chart,
18 Q Okay. If you go to the next page. And 18 but it is usually -- that's usually where we find
19 the first page, this is your handwriting; xight? 19 it.
20 The page before that, that's your hand;wr:lting? 20 Q Okay. If we go to Exhibit 23.
21 A This one? 21 A Mm- ham. .
22 Q Ye8. And -- and when it's signed at the 22 Q I can't read that on l:he' top, what does
23 bottom, C and that’'s your hand -- that's your 23 that pay "X-¢
24 signature; right? 24 A Cross cover.
25 A That'e my signature. 25 Q What is that?
Page 106 Page 108
i Q Okay. If you to go the next where it 1 A That 1s the cross cover, which means that
2 starts "Notes planned peds attandiﬁg.“ 2 thip person who wrote this, thie was not thelr
3 A Yen, sir. 3 primary patient. '
4 Q If you could read that, 4 Q Oka}. It says, "Patient with gtable CT,
[ A *Peds attending note, Extensive 5 DSS/EW okay tc discharge with mom and dad,®
6 conversation with Morgan-Glenn‘ and master's of 6 A ¥m-hmm,
7 soclal work regarding cage, No etiology of 7 Q D8B/aW, they are talking about the medical
8 subdurals revealed. Non-accidental trauma workup is 8 oocial worker herxe; right?
9 negative. Eye exan is negative., No story 9 A Yes.
10 forthcoming in explanation," 10 Q Okay.
11 At that point, his anterior 11 MR. HOOD: That is Bxhibit 23.
12 fontanelle was soft and it had decreased. It waen't (12 Let's have thie warked as 24.
13 bulging -- it wasn't bulging anymore. The head 13 (Carolinas Healthuaxre System, H&P, 12/5/09
14 cumference was the same, but it wasn't bulging. His |14 marked as Plf's Exh 24 for identification,)
15 lungs were clear. MHis abdomen was benign. 15 BY MR. HOOD:
16 My impression was that he had a 16 0 Doctor, on that last one I asked you sbout '
17 subdural hematoma. There was a questiopn mark 17 that entry, do you know yvho the X-COP person 1%
18 etiology. Ris non-acoidental trauma workup was 18 A I don't recognize the handwriting, 1It's

19 negative at the time. The plan was for DSS to 19 something that can be determined by looking back in
20 follow family with home visits supervision cleared 20 the log who wag -- who crose-covered.

21 by master's of social work. Repeat skeletal survey 21 Q Okay. And then we’re looking at Exhibit

22 in two weeks and follow-up with his PCP. 22 24, thig ip just the HSP on 12/5/09. I was just

23 Q And that's primary cere physician? 23 going to ask you one question.

24 A Right, right. 24 You would been aware of the

25 Q Okay. And this would have been at 12 noon |25 information contained in this record, when you began
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Ralney vs. Charlotte-Mecklenburg Hospital Authority, et al.
~

Dirvondra Hill 1/14/2013 Pagel
. Page 1 Page 3
State of Soyth Carolina ; 1 STIPULATIONS
County of York ) 2 It ip stipulated by and betwesn counsel for
B:izabéth ggpg ‘l;,alney, - 11-CPk-46-04508 3 the respective parties that all objections are
a appointe: . . .
g\;:rdian ad Litem utlor 4 reserved until the time of trial, except as to
n CHNIESEN a minor,
Plaincifs video Deposition 5 the form of the questions.
ve of 6 This deposition is being taken pursuant to the
Charlotte-Mecklenbur Dirvendra Hill 7 8outh Carolina Rules of Civil Procedure.
Hoapital Authority d/b/a ' 8 - ...
Carolinas Medical center, .
gg“;gc‘f:i"’;é"tsxggg“z_gggg 9 Tha reading and signing of this depositicn is
gzﬁ:’&éuggogﬁ oftice of 10 waived by the deponent and counsel for the
York County, 11 respective parties.
. Defendants. 12 Whereupon,
13 . Dirvondra Hill, being duly sworn and cautioned
14 to speak the truth, the whole truth, and
. Video deposition of Dirvondra Hill, taken before 15 nothing but the truth, testified as follows:
Kathleen R. Taokett, CVR, & notary public in and for the 16 BXAMINATION
8tate of South Carolina, commencing at the hour of 9:58 17 BY 5. HARRILL:
\ .
a.rn., Monday, January 14, 2013, at the office of 18 @ Good morning, Ms. Hill,
McoGowan, Hood & Felder, LLC, 1539 Health Care Drive, .
. 19 A Good morning.
R Hill, South Carolina.
ock ou tina 20 9 My name's Lara Harxill., We met right before this
21 deposition. Have you‘ sver given a deposition
Reported by 22 before?
Kathleen R. Tackett, CVR
23 No, ma'am.
24 Okay. Let's talk a little bit about the ground
25 rules. I'm going to ask you pome questions today
Page 2 Page 4
APPERRANCES 1 that I'd like for you to angwaer to the best of your
" For the Plaintiff: Mlc;gra Pet}ttégg gagri(li:. Bla'gc 2 ability. We do have the court reporter here. And,
owan, elder .
Rock Hill 1gzst;l‘ag§thl<i:are é;},;rg 3 sven though it's on video, if you could have all
' oul rolina .
4 your answers be verbal, yes or no instead of uh-huh
gg:iﬂlesg:sfrég:{:t South Carolina gmgalest giawle £eq. | ° or unhk-unh, it will be easiex for her to take that
) Davis, Fraﬁrley, 'rson,' 6 down.
McCauley, Ayer, Fisher & Bmith, LLC
Lexington sgaghsg:{:o‘ﬁﬂ 5;;‘:3; 7 I have a tandency sotetimes to want to talk
'
For the Defendant Bruce Bryant, as the Constitutional 8 over your answer with my nexe question. If you'll
oftice of York Wmtaxay Caag::l gétgggﬁ“ﬁaétgﬁiéy?’gi 9 let me f£inish my question, I'll try and let you
Columbia s},ﬂgﬂ g:g‘ﬁg sg;;gi 10 £inish your anewer. If X interrupt you, please
For the Defendant/ 1 stop ma, okay?
Carolinas Medical Center: Monteith P. Todd, Esg. ’
8owell Gray stegp & Laffitts, e (12 {Bods head up and down.)
Columbia, sOttﬁocg:gﬁﬂ sg;ggi 13 If you need to go back at any time to another
: 14 question, you're morxe than welcome to do that.
Also Present . Brooks Oswald, Videographer [15 Once the deposition has started, if you have any
. 16 questions, I'd ask that you would direot thoee
INDEX 117 towards me as opposed to your attorney. Once the
g;:g\ix}‘:&g:eéy Ms. Harrill: 3 18 deposition has begun, you-all cannot discuse the
Bxamination by Mr. Todd: 68
Examination by Mr. Settana: 77 |19 deposition, Y¥'all can talk about the weather or
ti Ms. Harrill: 8
Reexaminaticn by A 20 whatever else but not about your testimony,
21 A (Nods head up and down,)
EXHIBITS
k 22 @ If you need a break at any time, please let me
Plaintiff's Exhibit Number 23, Handwritten notes. 9 -
K 23 know. If you need for me to repeat or rephrase a
24 question, please eay so. I'll be happy to do that.
as If you anewer a question, I'm going to assume that
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Rniney V8, Charlotte-Mecklenbﬁrg Hospital Authority, et al.

1/14/2013 Page 11
Page 41 Page 43
1 With the -- 19 T knew it was either 7 or 'f. Have you had any
2 And, we discussed earlier that that patety plan 2. other capes with children that had subdural
3 ‘would have been the safety plan that was in place 3 hematomas?
4 until you did yours on the 17th of Decembgr; iz 4 Not to my knowledge.
5 that fair? 5 Okay. When you have cages where childrenm are in
6 A Yes. R 6 the hospital, do you staff those cases with
79 aAnd oan you tell mo what the safety plan says? Or 7 hospital staff?
8 vhat it -- acoording to your notes? 8 A We do have a -- yes. We have -~ it's a
9 What my safety plan says? 9 maltidigoiplinary agency meeting in which we do
10 @ No. What that safety plan -- the safety plan that 10 statf the c;aes now with the hoapital etaff, law
11 wag put in place at the hospital that wos in place 11 enforcement detectives, anmybody that's providing
12 until your safety plan on the 17th? 12 services to the family.
13 A “Parents not to remove the child from hospital 13 ¢ And when you #aid you do that "now,* 4id you do
14 againgt medical advice and until DS$ determines® -- 14 that ia 2009-20107
15 9 Okay. ‘ 15 A I cannot recall.
16 b doh't know if it's “any more information.® 16 @ 12 you had, would it be in your 'dictatlon'f
17 'fhat'a Just -- i7 A It would be in the dictation if we did,
18 0- Okay. I can pull that safety plan. 18 @ Okay. And would it be listed a8 & case staffing or
19 A Okay. ' 19 what othor actions might i1t ba listed undex?
20 @ I can tell you it's not in these dscuments. 20 A T do not know what action that would fall up Qndsr.
21 A Okay. B 21 Well, if you do that now, what do you typically
22 Q But, if you'll remind me on the next bresk, I'll 22 doocument that as? .
23 pull it. We'll remd the whole thing, okay? 23 A I cannot recall what that would be listed up under.
24 A Okay. 24 9 Ohay. '
25 But it 12 -- but is it fair te pay that that's the 25 A If that would be "collateral contact.”
Page 42 Page 44
1 safety plan that was in place for -- until your 1Q Okay. Do you know whether or not -- or do you
2 . ‘n!ney plan on the 17th of Deasmber? 2 recall whethsr or not, related to this case, you
3 A, This il; the safety plan that was in place, and, at 3 were given any written waming.é, reprimandé.
4 that time, the agency got in contact with Levine's 4 anything like that?
[ and informed them that it was okay to allow the 5 I cannot recall.
6 parents to -- the parents and the baby to be 6 @ Do you recall whether or not you had any
7 discharged or to allow Owen to be discharged. 7 discussions with your supervisor, either Krista
8 Q Okay. 8o whose decision was thate to -- to allow? 8 Hinnmlt or Yvonna -- whoge name escapes me. Her
9 A The agency's. 9 lant name?
10 @ The agenoy's, i.e., DBS? 10 A Stewart.
11 A The agency deoision. 11 @ . Btewart. Yvomne Stewart. -- regarding timely
12 9 Okay. 8¢ D3g's devieion? 12 referrale to law enforcement?
13 A Yes., DSS. 13 A I want to say yes.
14 Q And what input does ths hospital have into that 14 0 Do you have any recollection of that gonversation?
15 decdsion? I meon, just in your experience. 15 A I do not. '
16 A The hospital provided ue the information regarding 16 € Okay. Do you know whether or mot thsre was any
17 the parenta' cooperation and what was going om with |37 documentation related to that?
18 the baby at that time. ' 8 A Documentation in regards to?
19 @ Okay. 19 Q The -« whatever conversation you had about timely
20 A And any concerns that they might have had -- 20 referrals or not-timely referrals to law
21 2 Okly'. 21 enforoament?
22 A -- for us to address. Bhnd, at the time, could not 22 I cannot recall that information.
23 determine if it was non-accidental or accidental. 23 Okay. &And do you know -- do you know how many
24 9 You've been working tox;- D38 since 2009, you spaiad? 24 other new casen yﬁu got that week, the week that
25 A 2007. - 25 the Owen Carduff cass came in?
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Rainey vs. Charlotte-Mecklenburg Hospital Authority, et al.

Krista M, Hinnant . 1/10/2013 Page 1
Page 1 v . Page 3
State of South Carolima ) 1 STIPULATIONS
County of York ; 2 1t is stipulated by and between counsel fox
Eglg‘gezspgogeegainsy, 11-CP-46-04508 3 the respective parties that all objectione are
g:::di :fd.:e:i:gn 4 reserved until the time of trial, except as to
j Plafntise, Video Deposition 5 the form of the questions.
va. of 6 This deposition is being takem pursuant to the
Charlotte-Hecklenby Krista M. Hinnant 7 South Carolima Rules of Civil Procedure,
giiziiﬁia“ﬁigiiﬁ"cﬂméi. 8 T
g°“§2°f:§°gg:ig:gfrm‘c‘: 9 The reading and signing of this deposition is
gm?iéuggoﬁgl Office of 10 waived by the deponent and counsel for the -
York County, ] 11 respective parties.
Defendants, 12 Whereupon,
13 Krista M, Hinnant, being duly sworn and
) 14 cautioned to spesk the truth, the whole truth,
Video deposition of Krista M. Hinnant, taken befotg 15 and nothing but the truth, testified as
Kathleen R. Tackett, CVR, a notary public in and for the 16 follows: .
8tate of South Carclina, commencing at the hour of 9:56 17 EXAMINATION

a.®., Thureday, Januvary 10, 2013, at the office of
McQowan, Hood & Palder, LLC, 1539 Health Caxe Drive,

18 BY MS, HARRYLI

19 ¢ @cod morning, Ms. Hinnant.

Rock Hill, South . '

oC « South Carolina 20 A Good morning,

21 @ My name's Lara Harrill. We met right before this

Reported by 22 dnpos.!.éien. Have you ever given a dspositicn

M Kathleen R. Tackett, CVR

. 23 betora?

. 24 A No, ma'am.

125 @ I'm going to go over the rules with you. 1-
Page 2 i Page 4
APPEARANCES 1 . Okay, i
For the Plaintiff: Lara Pettiss Haxrill, Beq. | 2 @ Although I know has probably done it.
- Deborah Q. Caaey, Beg.
MoGowan, Hood & Pelder, LLC | 3 First thing is, singe we have a aourt reporter
1539 Health Care Drive i
Rock Hill, Scuth Carclina 29732 | 4 here, ahe's trying to take down everything we say.
Por the Defendant Bouth Carolina Department of 5 A Right.
Social Services: D:airiclpc J'lnmljin , Beq.
vig, Frawley erson I have a tendwncy to talk over people. If you'll
McCauley, Ayer,;i‘%sll;er ;'sridth. LLe 6 ¢ 4 pacp. ¥
ast Main Street v 1
) Lexington, South Carolina 39073 ] let me f£inioh my question, I'll try and o‘t you
8 f£inish your anawer.

. Por the Defendant Bruce Bryant, as the Constitutional
Otfice of York counr.y; Daniel R. Bettana, Jx,, Esq,. s a okay.
. . ¥McKay, Cauthen, Bettana & Stubley, PA

Colubia, soagy bianding-Strecttyo-0—— 18- I-intarrupt-you; plesse-atop-mer— ==
11 A Uh-hub.

12 9 I want to make it olear for her. Even with the

Por the Defendant i -
Carolinas Medical Center: Monteith P. Todd, Esq.
Sowell Gray Stapp & Laffitte, LLC
310 Gadsden Street .
Columbia, SOuth carolina 29201 |13

Algo Present: Brocks Oswald, Videographer |14
15 A Okay,

vid + it's hard for her to get everything

on the regord.

Btipulations: INDEK 3 |16 1€ you will pay yes and no instead of nodding your
Examination by Ns. Harrill: 3
Examination by Nr., Settana: 74 117 head --
Bxamination by Nr. Todd: 78
gxaw. n;tiwf by bm-. Frawl 11 ga 18 A Yaah. )
Beamination DY e, Toad: " 52 110 @ -- or saying ub-bu or unh-umh, that'll make it
. 111 .
Reexamination by Mr. Settana: 20 much easier for her as well. If you have any
EXHIBITS 21 - 'questiona during this deposition, I'd asked that
Plaintiff*s Exhibit mmber 21, Handwritten notes. 59 |22 you direct those questions to me rather than to
Plaintiff's Exhibit Number 22, “Release of Information!; 23 your attorney.
"gafety Plan®; “South Carolina Department of Bocial
8Services Acknowledgemant. . 81 |24 A okay.
25 Q If you do not understand my question, please ask ms
803.749.8100 Southern Reporting, Inc. http.//www.southemreportlng.net
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Krista M, Hinnant 1/10/2013
: Page 25 Page 27
1A Yes.® 1' our cape decisions, but we would have their notes
2 Typically, how long does that take? 2 that we would use.
3 _ To recelve medical records, once. we hava a release 30 Okay. And do you rely on the medical exp?:ts -~ or
4 of information, it wquld dépend on the facility. q the medical expertise of dootors and nurses to help
5 Some would copy them and give them to us right 5 you make the decision whether or not a child has
6 then. 8Some would make ue do & formal request, and 6 been abused?
7 then send them to ua. 7 Yes. ) )
g 9 And it takes a lot longer. '] Related to the first injury in this cams, which was
9 Yeah. 9 in -- whioh was, like, December 9th, 2009, was
10 Okay. Do you reoall whethsr you or any of your 10 thers ever a case decision made xelated to that
i1 casaworkers talked to doctors or nurses in this 11 injury? N
12 particular case? ' 12 A Thisg -~
13 A Yes. Dirvondra did speak with nurses, as well as 13 MR. FRAWLEY: Lara, Y think it was December
14 Chandra -- Chandra Tyler spoke with a nurse and 14 8th when he was hospitalized, December 6th
15 t‘aleo the social worker. 1 believe Dirvondra had 15 vhen we got the call in, ‘
16 some contact with a doctor ae well, . 16 MS. HARRILL: I apologize. You're right.
17 @ I may have already avked you this: Doss the 17 THE DEPONENT: That's correct,
18 hospital typically -- and it may be sither 18 @ Was !:.h.:o ever a came decisicn made related to that
19 hospital. I -- it -- wa could bm talking about 19 injury?
20 PHC, we oould be talking about Levina's -- 20 A Well, there was an ongoing inveastigation at that
21 Okay. 21 time. We made our case deaision based off of both
22 -- bu":, in your experience, i1f they have -- if they |22 incidenta. ]
23 beligve thera'a abuse, do' they call you firast, or 23 @ Bevause you had, still, the 45-day v}.ndcw “e
24 do they oall -- you being D8S? 24 And it was --
25 A Yea. 25 @ ~~ ig that fair?
Page 26 Page 28
19 Or do they call law enforcement firse? 1 4 -- s8till an open investigation during tha second
2 Typically, they would contact DBB firat. 2 incident, Correct.
3 Q Okay. And what role did they have in Dgs‘e 1 Q Oxay. '
4 investigation? ' 4 . MS. HARRILL: I don't know if everybody knows
5 Can you repeat that, please? 5 how I do this. I know Monty does. The tab
6 Q What role doss the hospital have in your 6 numbers are the exhibit numbers. And then
7 " investigation? 7 I'1l algo give a Bates mmber. There's ohly
g A Well, we would certainly interview them and take 8 one document in here that has not been Bates
L} into consideration any concerns Nt_:tixgt they have. |9 o mgn_n).:_ared. to my knowledge. But it has page
100 Do you Took to them €5 halp you make your GAES — [T Aumbsrs. Okay? ——
11 deoisions? 11 MR. ‘FRAWLEY: Okay. Thank you.
12 Yes. Abaclutely. 12 Q I want to lock a little kit at the dictation in
13 @ And what happens when you have a case where the 13 this case, which is Tab No. -- Exhibit No. 4. How
14 hospital is not pure whether th s ab or 14 often do you print these to put in the file?
15 negleat? Who makes the decigion then? 15 A Typically, they're not printed until they're ’
16 A Then we would staff it as an agency and make it as |31g tranaferred.
17 a -- a group. 17 @ Okay., 80 when the case leaves your == I'm == I
18 @ And, when you gay "staff as an agency,” who would |3g call it a *unit,* but that's just for my
19 be involved in a statfing like thn'ﬁ 19 exporience --
20 A It would be, typically, our attoxney, myself, Ms. 20 Yeah,
21 Ward, and the caseworker. And maybe law 21 Q -- but when it leaves your office, it -- you would
22 enforcement, if they're involved, as well. 22 print the diotation to send the £ile dewn to --
23 Q And would you have any of the medical personnel 23 A Down to treatment or foster care, wherever it would
24 there? 24 go, yes.
25 A We -- typically, we didn't have them involved in 25 Q vndo;'otand. And, in this particular case, there
803.749.8100 Southern Reporting, Inc. http://www.southernreporting.net
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Krista M. Hinnant 1/10/2013 Page 16
Page 61 Page 63
1 Uh-huh. 1 besn an attormey staffing case deciaion.
2 Q Yos. - to your deposition. On the second page of 2 ¥Why this particuler case?
3 those notes, it says, "Nurse thought DSS was called 3 A Because wa -- baged off of the second incident.
4 to releass sitter.” 4 Okay. But, with the first invident, would it have
5 A Yeah, That's in -- 5 beon an attorney decision?
6 Q Would you tell me what that's about? 6 A Probably -- maybe not. Phyllis could've been
7 A I'm‘aorry. That's in chandrq Tyler's dictation. 7 presént for that. It would've depended on who was
8 9 Okay. ' 8 availsble: either Phyllis or Adrian or the othgr
9 A A nurse told her that they were not suppoged -- sghe 9 attorney that we had.
10 was under the assumption that there weren't any 10 Q As a supervisor at D88, how much difference dves it
11 gongerns of abuse or neglect and that they wexe 11 make to you whether the hospital decides it wae
1.2 primarily contacting DSS in order to release the 12 acgidental or non-accidental in indicating yeur
13 sitter that was in the room. And I guess that's 13 oage?
14 something that Rorth Caroline does; that's not 14 A Can ﬁu rephrage that for me, please?
15 something that South Carolina DSS doea. 15 Q Rephrase it or rapeat it?
16 @ That was my next quastion. 16 A Repeat it. That'll be fine. Let's see if I
17 A Yeah. 17 can, . .
18 @ Your DSS wouldn't typically go and -« 18 Q A3 & -- a8 & gocial worker --
19 A Wa wouldn't have -- 19 A Uh-huh. '
20 Q -- be & aitter? 20 @ -« 8@ a supervigor --
21 A -- done that anyhow, no. 21 A Right.
22 Q Okay. But that was Chandra Tyler? 22 @ -~ how much difference does it make to you what the
‘ 23 A Yea. That would've been in her dictation, 23 hospital's decision i in whether or not you
24 Q And thess notes are just notes that you took as -- 24 indicate your case?
25 A Yeah. As I read through the dictation, and things 25 A Oh, We would -- if they had concerns that it was
; Page 62 Page 64
1 that I remembered, yes. 1 non-accidental, ‘we would've indicated our case.
2 Q - Okay. I want to look at them, Turn to page -- Tab 2 Q And if they have -- if they don't have concerns
3 17, for me, please. And this convaersation ia 3 that {t's nom-accidental, does that mean you would
4 actually =- appears to ba January the 13th, also 4 not indicate your case?
5 t ibed tion ba you and Lieutenant 5§ A" Not necessarily. If there had been something else
6 ¥iller -- - 6 that was of concern, we may have still indicated -
7 A Correct. 7 our case. .
8 Q -= ig that fair? g8 Q Do you -- excuse me, Do you know whether or not
9 A Uh-huh, . ) g there was anything else that was of aencern?
10 @ If you look at -- this cne is a little harder to 10 A Well, there were concexns that the parents were
11 read because you-all weore doing what I do and you 11 young and that they were immature and, maybe,
12 wore talking over each other. But -- so fael free ' [12 concerns of lack -- lack of supervision.
13 to resd this as I'm on Page 3. I'm looking 13 Q What all can you indicate your cases for?
14 specifically at Line 17, where you said, *They -- 14 A Neglect, physical abuse, and sexual abuse.
15 “thay wouldn't make a -- they wouldn't make a 15 Q What about threat of harm?
16 statement whethar or not it was accidental or non- 16 A You can do that, too. i;breat of harm of each.
17 acoidental.® If you want to read that whole page 17 @ oOkay. But, in this particular case, the second
18 to put that in context, I'm fine with that. 18 incidont happened before your original case was
19 & I'm familiar with it. 19 detemﬁned. correat?
20 @  Okay. ' 20 A Yes.
21 A Uh-huh. 21 Q Turn to Page 4 for me, pleass, on your -- in Tab
22 @ Who -- and I may have mpked you this befors, who 22 17, line 24, And if you'll read over to the next
23 deoides whether or not you indicate your cases at 23 page --
24 p8s? ' 24 A Uh-huh,
25 A We do it as a group. This particular case would‘ve |25 @ ~- to Line 3. And you say, "We've got some
803.749.8100 Southern Reporting, Inc. http://www.southernreporting.net



Rainey vs, Clmr!otte-Mecklenburg Hospital Authority, et al,

Krista M. Hinnant 1/10/2013 Page 21
Page 81 Page 83
1 Pirvondra? 10 All right, 1'm handing you a aopy of the fula
2 THE DEPONENT: That's the one for Dirvondra, 2 t Pt of the D 17, 2009 oonvezaation.
3 and Chandra Tyler g 0464. 3 Beginning on rage 5, Line 20, if -. 1 yuaaa, for
4 MR. FRAWLEY: And the Chandra Tyler was the 4 the record, if your1l read the Krista statements
5 initial one? 5 and then I'1l read Lieutenant ¥iller. Haybe we oan
6 THE DEPOMENT; Corvect, '5 make it go -- A
7 MR, FRAWLEY: I'm soryy, Momty, 7?2 A Okay.
8 MR, TODD: Okay, That's okay. 8 -= more qu.{ckly that way. Starting with Line 20 on
-] THE DEPONENT: (To Mr, Tadd) Do you want 9 Page 5, can you tell me what that mays?
10 thig? 10 A ¥es. "The hospital ip not going to make a
11 MR. TODD: Now, that will be the exhibit -- 11 uatement whether or not they feel as iF that --
12 we'll get that to the court reporter, 12 those injuries are accidental or nan-accidental,
13 Plaintiff's Exhibit Number 22, "Relemse 13 period. »
14 of Information"; "8afety Plan®, 14 Q Okay .,
15 “Bouth Carolina Department of Social 15 A "I ptaffed it witi: our attorney, and we let the
16 Sexvices Acknowledgement. " 16 ohild go home because the hospital's not making® --
17 Q Now, is -- am I corréct that D88 made the decision 17 9 Okay. Then go to Page 6 on Exhibie --
18 that the child should be discharged on -- in 18 =- "any determination,*
19 Decembex 2008, from Caroline's Medical Center back 19 0 -~ 16, please. Okay. s
20 into the custody of -- of hias paxents? 20 Lieutenant Miller then 8ays, "Right,® .
21 A Based off of the information that we had at the 21 A "And they!'re saying they don't now what happenesd,
22 time, yes. 22 and the hospital fays mostly they have <oncern for
23 Q And the information You got from the hospital -- 23 lack of supervision. '
24 and T know there was a nunber of discugsions, but 24 © "Uh-huh, *
25 to -~ to swmmarixe it, what they told you wag -- ia jo5 A "They think that maybe nobody was si:parvieing him
Page 82 Page 84
1 that, “There's a goncexrn for non-acsuidental trawng | 1 and he bumped his head or they. were holding him and
2 because of soms of the £indinga, but we dannot make 2 walking him around the door and banged his head or
3 a deﬂnit:i-vs statement whether it ig or whether it 3 something., But they're -- they're really not
4 is not accidentsl or non-aceldentalsp Py giving us a whole lot. You know how they won't
5 A That‘*s correct. 5 make statementa,n
6 MR. TODD: 'That's all T have. Thamk you. P "Uh-huh, @
7 THR DEPONENT: Okay. 2 "Because that was the first thing I asked-him, And
8 MR. FRAWLEY: Okay. 1I've got a few questions. 8 what happened is the social worker made the report
g . THE DEPONENT: —Okay. s o e—)8..____on this, and the doctor dig 'd not advise the Social
w0 axmmmmr}‘"‘m“\‘ 10 worker v
11 BY MR. FRAWLEY: ' 11 @ "Right.n, ' i
12 @ If you €ould refer to Number 16 .. Exhibit Numbex 12 A "-- to make the report. They feel -- real olear to
13 16 -- 13 me that I caught -- they fesl -- they made that
14 Uh-huh. 14 real clear to me when I called and spoke with them
15 © == which I believe is the trangoript of the 15 at the hospital, but I should have dictation on
16 December 17th gonvermation with Lieutenant Miller, 16 where, you know, 1 spoke with them, I can, you
17 Are you there? 17 know, certainly send you that.v
18 A Yes. 18 © Okay. And Ms. Harril) asked you questions about
19 @ Okay, Degember -- or Bxhibit 16, of oourae, is -- 138 Page 6 -- about some context questions, because it
20 X6 some excorpts from that oonversation, and then 20 wasn't clear from Page 6§ what that was. But what
21 Mg, Harrill hag provided us with full copies of -. 21 you're tekling Lieutenant Miller on Page 6 and the
22 of thase transoripts. ana Exhibit 16 beging with 22 portion of Page 5 which we just coverad ig you're
23 this covar page, and then the figst transaript page a3 basically telling him what the feedback was that
24 is agtually Faga 67 19 that gorrecty 24 y'all had gotten from the hospital social worker
25 A Yes. 25 when you spoke with them --
803.749.8100 Seuthern Reporting, Inc, http:/lwww.southernreporting.net
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1 Deposition of Rev. Larry Willams, laken before me,
2 Shirley Dallas-Gemrald, CVR-CM, a Naotary Public for the
3 State of South Caroling, In the law offices of the Shaw
4  Law Firm, Rock Hil\l. South Carolina, commencing at 10.:05
5  a.m.on October 26, 2012 In accordance with the South
6  Carolina Rulas of Civii Procedure.
7 it was stipulated by and. balween Counsel for the
8 Plainlifi{s).and Gounsel for the Defsndant(s) that this
9 _ deposition Is taken for any purpose allowed under the
10 South Carolina Rules of Civll Procedure. )
1 . That the signing of the transcript of deposiion
12 by the witness Is walved,
,13 LA -‘ *
.14 Rev, Larty Willlams, first being duly sworn, deposes and
.15 . says as follows: .
16 . EXAMINATION- (ByMr Todd)
17 Q@ Your name, ploase? ;
18 A Lany Willlams.
19 Q Mr. Willlams, my name Is Monty Todd, and |
.20 raprosent the Charlotte Mecklenburg Hospital
21 Authority In a lawsuit that's been flled against
22. them on behalf Owen CIHIEl You've bosn listed as
23 a witness In the case, and | understand you're
24 married to Owen's grandmother.
25 A That's correct.

Dallasg Reporting, Inc, 803-328-9640
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Page 33
1 A Butwe wentonce a week, maybe once a week,
.2 something Itke that.
i3 Q. Andifdbe shortvisits---
" 4 A Shortvislts, corpect. .
5 Q  ---foryou? And your wife was keeplng Owen - -
[3 .
7 A nght. Right.
8 @ ---during some parts of the week?
-9 " A Right.
10 Q Butwithyoultdhbea short visit?
11 . A Comact. |
‘12 @ :But wou!d there. bo tlmes when Owen and Kayla and
13 Michae! would come to your house and stay for
‘1a _awhlle? '
15 A. Sura. Sure, they would coma and we would have
‘16 dinner together and play board games together and,
17 yeah,-hang out. . '
18 Q Whenyouwere obsorvlng Mlchael and Kayla around
19 ‘Owen did you ever sas anything that mada you
‘20 suspect that either one of them might cause some
‘21 harm to Owen?. -
.22 A Never, ) :
'23. . Q DId your wifs, Charlotte, dld she ever confide In
.24 _you that she had some concarns that Michasl might
‘25 somshow harm Owan either intentionally or

Deposgition. of Rev, Larry Williamé
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,17 A From Chailolte? It was-probably late in the
18 aevening, later on towards late evening probably.
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-

1 @ Now, when Owen was taken to Pledmont on Decembgr
2 the 4th 2009, did you go to Plodmont with your
3 wife? | undarstand she was there. '

4 A No,ididntgo.

5 Q Somotime duringihe nlght or aarly morning of
6 December 5th did you learn that Qwen had been
7 transfarred to Levine's in Charlotte?

8 A Yes,sir '

9 Q Whatdid yuu learn?

10 A |learned thal they had transported him by '

1 ambularice to Levine Hospital, that Charlotle had
12 sald that they had found some - - - some blood

13 behind his syss or somathing and that they really
14 didn’t know what was going on. And then | prepared |
15 to go to Levine fo the hospital.

16 Q@ Do you know what time you got that call?

19 @ Andl could ha wrong. [ only to get to ask

20 questions, | don’t get to testify. My
22 understanding is they went to - » - and this may,
22 . may nofbe right or not. But my understanding is

23 on the 4th, like the late afternoon of the 4th or
24 evening of the 4th, they went to Pledmont.
25 A |recall that, you know, it was probably somewhere

Dallas Reporting, Inc, 803-328-9640

1

2

3

4
.."5 A No.
6

7

8

9

visits?

A No.

@ Do you know who his doctors wers In Dacember? |
10 thlnk Decemher the 4th of 2009 he went to the ER at
11 Pledmont and then was fransferred to Levine's in
12 Charlotte. Did you go to any. vislts to Sunshine

g BE Pedlatrics or to Riverview when Owen want In

14 November?
15 A No.

Déppsitien of Rev. Larry Williams
Page 34

. unintentionally?

A Na .

@ Did you ever have any concerns about Kayla or
Michael's parenting skilis?

Q Now, did you ever go to any of Owen's doctor

16 Q Didyou gét any information about those visits or

17 how Owen was dolng?

18 A Yesh. Yeah, | got some Information from those.

19, @ Do you remsmber anything about what you learned?
‘20 A Well, | think one time they said that he had sirep

‘21 throat or something Iike that and that they were

122 treating it. And 1 knew that Owen was crying a

23 lot. | don't know if he had collc or what, you

24 know, at that time but he did cry a lot at that

25 time. But nota whole tot of Infonmation.

" pallas Report‘.ing, Inc. 803-328-9640
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1 areund 4:30, 5 o'clock maybe because - - - or right
2 at getting dark because | remember | was putting
3 Chrlstmas lights up on the house at that particutar
[ time when we got the phone call, and | had to get
5 my stuff together. And | had my kids 8o | had to

6 make sure my kids were taken care of and all that
? bafare | even could make a move to go. So, yesh,
8 * It was probably late evening. .

9

Q Dld you go to Levine's < - -
10 A ldd.
11 Q =«=onthe5th?
12 A ldid
13 @ Do yoyknow what time you got there?
14 A [tcould have besn somewhere around $0:00 or 11:00 |
15 maybs. Yeah, It had to be late becauss | know when
16 .- you go - - -1 know when you go (o Piedmont you're
17 going to be there three or four hours or better.
18 Q $oweo're going to put that down as a guess - - - :;
19 A Yes,ltwouldbe--- b
20 Q ---tawhattime.
21 A ---ltwould be the evening, ~ - -
22 Q@ Aliright.
23 A ---late evening. :
24 Q Wherewas Owen when you got there? Was he ina
25 room, was he In the ER, or do you know where Owen

Dallas Reporting, Inc. 803-328-9640
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A Correct .
@ And so how often would sho be keeping Owen?
A Somslimss it was like every other day. It even got
to the point at one time | told Charlotte that she
neads to tell Michael no, that he needs to be
responsible dad and take on responsibility himself,
, And then we - - - ghe did that. And then after the
second Incldent, | felt really bad because | felt
like | pushed him - - - pushed her into that,
making that declslon And jtwas ---soifl had
.. any. Indlnallon atalt that Michael was harming
__tha( chlld | would have never aver told her to make
'him take care of that child. So I have to live
with that.
Q Do you know how. Iong he was gone hefore Kayla lot
hlm come back or allowed him to come back?
A. He.may have heen gone a weak maybse.
Q - And did your wife keep Owaen that entire waek?
A Prefty much while Kayla worked. Yeah. Yeah.
Q@ Do you know whsthar or not your wife had any actior
with DS between the Dacomber hospitalization and
_ the January hospitalization at Levine's?
A The Dscember and the January?
Q Yes, aftar the--- Wha_t I'm trying to find out is
. after Owen was discharged on, | belleve it's
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Q When you got to Lavine's what did you learn?
A Whan | had got to Levine, Owen was In Intensive
care, and he was hooked up to all these machines.
And Charlotie was there. Kayla had already gone.
I don't know if - - -  don't know If Michasl and
Kayla drove themselves to the Jall, but | know that
they.were gone when | got there. And | knew that
this.was very, very serious.
Q | guess In tha days of cell phonas you probably ha
telephone éa!ls from Chariotte as you were headed
A Right. Right,
Q. - - - and did you learh that there was a concern
about abuse?
A Yeah ! laamed that they had amlﬂed him. The
tlmq before, he went by ambulance but this time he
was abiifted to Levine. And, yegh, Irealized it
was vary, very serious.
Q When did you learn that there was a concern abou
somebody huvlng abused Owen?
The second time,
Did you learn it when you were driving - - -
Well, after - - -
« « « from the funeral, or did you learn It when
. you gat there that night, or was It the next day?

803-326-9640
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) December the 8th, did your wife have any kind of
contact or interaction with anyone at DS§7
A Ifshe did, | dont recall it
Q ' Wheri did you learn that Owen was golng back to the
hospltal In January of 20107
A | was headed to - - - Charlotte and | were gomg to
_ Columbla, | had to do.a funerat, and jus! before we
_got on the Interstats, on 77 south, he - - «1 got
a phone call and It was Michae! on the phone and he
. was---1|could tell he was very upset and he
stated ll's Owen, it's Qwen, he's having selzures
and | don't know what's:happsned and we're headed
to the hospital. And I imimedlately turned around
and went back 1o the house and Charlotte got her
car and Charlotte went to the hospltal. And | had
obligations to this family to do this funerel, and
| couldn't fast minute just try to pull something
togsther so | went on to Columbia and did the
funeral. . And then after the funeral was over with,
) went to Levine.
Q. Do you know what day of the week It was? It's was
January aue
A ldon't---Ildont recall
Q is January 10th---
A Okay.
803-328-9640
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That's just what I'm trying to find out.

A No, | leamed - - - | learned It when | was - - - 1
When { was driving fo the funeral, Charlotte had
called me and told me they were alrllﬂlng him.

And she sald it was bad. She seld It was bad. And
| really couldn't - - -  wanted to get this

funeral over with as quickly as possible to get .
back to the hospital.

-Q  I'm not making my question clear.

A Right. ®

Q | understand you learned that Owen was in serious
condition. But what I'm trylng to find out, when
did you learn that there was a concern that
somebody had intentionally harmed him?

A After the sacond Incldence.

Q Okay. When? Was it that first day?

A [ltwas ---itwas that first day.

Q How did you learn about that?

A When [ got to the hospltal really and when | found {
out that they were taking - - - they had asked
Michaal'and Kayla to come to the - - - {o come to
the Moss Justice Center. And then it was shortly
after that, | think a few hours after that, they
had a confession from Michael, And that's - - -
that's when | knew definite that he was - - - he

803-328-9640
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1 wag shaken,

2 Q Bofore that time, before you !oarnad that Michael
3 had’ confessed, did you suspect that Michael or
4 Kayla or - - - Well, did you suspact that Michae!

5 had Intentionally harmed-Owen? ’

6 A Upuntl---upuntithe - - - untll law

7 enforcement had taken - - - il he tiad got a

[} confasslon, | dldn't know who had harmed Owen at
9 that ime: 1 didn't know, not until wa got the

10 ° " -confesslon, Once we got the confession then, yeah.
1 And then on - - - on hindsight over here after the

12 second incldent, than looking back, locking back,
(137 there was some probably some signs there butwe
4 wers Just so Involved In 1, you kriow, 8o connected
15 to It that we probably just missed those signs. |

16 don'l know. Bust on hindslght, after over hers, you
.17 know, you realize then when you're over here, your
19 grantchild has lost 75 percent of his hraln
19 activity, and his braln's swelling, and they've got

20 tubes in himi and got all this In him, then - - -
21 then you're saying oh, my God, what - - - did 1
22 miss something, you know. Bui- - -
23 Q@ Well, in hindsight did you wen
24 A -tltwas to lats.
‘25 Q@ Inlooking back, was there something you think yol
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Q 8o oeven In hindsight, you looking back, - - -
‘A Right. ' !
Q ---you couldn't even hindsight, - - -
A "No,
@ ---ses anything that would - - -
A No - A '
Q ---lsad you to siispect that he would harm Owen4:
A No. No. But truly feel bad about It afterwards,

you know, *

Q  What about did Qwen, did he have any- - - I'm

Borry, did Michael, did you ever 8ee anything that
_ make you think that he might be doing drugs or
alcohol?

A No, Michae! never did drugs and never drarik.

Never. Never seen Him do any of that. No.

Q Now, In January did you have any discuasions wit]
any of the doctors or staff about what had happene
to Owen, about how his lnjury had occurred?

A Yes

Q ‘Who didyou talk to? ]

A We ware In the iritensive care unit at that time and
br. Balley was there and there was probably a whols
team of nurses and doctors and it was just - - -

* the'room was Just filled up with people. I
remerhber Dr. Bailey belng very, very angry at us,

803-328-9640
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1 missed, even In hindsight?
2 A No. No,notreally. Because - - - because the
"3 thing Is 1s that - - - that we had - - - they
C 4 showed no evidence. They showad no signs of
. physical abuse whalsoever, Kayle or him. if they -
.8 - - all of this gfuff was done behind the scane to
7 where - - - lo whera they Just showed no signs. if
.8 they had showed some signs, If we'd have had - - -
9 If we'd have had doméstic violence or we'd have had -
"10 - - - IFhe'd had showed some ltype of anger that he
11 was capabis of doing somsthing like that, yeah
12 sure, but he didi't show any of that.
13 Q Do you know whether or not Mlchael had over donj
14 ariything to harm Kayta?
‘15 A No. No, she'd probably whip him. No, there was
.16 never any evidence of any kind of abuse on Michael
17 whatsoever. Michael's more of a lafd back person,
18 and he was kind of quiet. Now, when we did have
.19 " game nights and stuff he wotild open up and, you
20 know, wé would have fun and he would Interact and
‘21 stuff, you know. But Michasl was mofeof a - - -
22 he was more of a conservative type, you know. Bul,
23 no, if we had any kind of knowledge that he was
24 abusing his child in any kind of way, any kind of
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all of us, fke we had done something. You know,
that - - - | don't know if he - - - | don't know if _
he was mad bacause Owen had retumed to the 1
hospital or he was mad becduse he missed It, the
dlagnosls. | don't know, But - - -
Q@ Did you talk to him?
A Yeah, but he was very gruff. He was very - - - we
tatked to him and he was very, very gruff with us
with his answers and stuff. And they were really
busy, really busy at that time trying to glve Owen
thi best care that they could give him at that time
and itwas a ot of trauma. And It was Just - - -
It was a horrlble, horrible thing to have to go
through.
Q Do you remember anything Dr. Ballsy sald? You to
me about his demeanor.
A Yeah. Yeah, he talked about his brain swslllng
He talked about that it would swell to 75 percant. .
And he sald If the brain did not begin to shrink
that they would have to diill into his skull to
rellevs pressure which they hed to do. And they
had to go Into hle spine to relieve pressure there
also. He lalked about the condltion of Owen that
he may not make it through this. It was --- it
was just a very, very horrific time.
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Deposition of Charfotte Willlams taken before me,

Shiriey Dallas-Gerrald, CVR-CM, a Notary Public for the

State of South Carolina, in the law offices of McGowan,

Hood and Felder, Rock Hill, South Carolina, commencing

at 2:30 p.m. on July 20, 2012, In accordance with the

South Caralina Rules of Chl Procedure.
Tt was stipulated by and between Counsel for the

Plaintiff(s) and Counsel for the Defendant(s) that this

daposition Is taken for any purpose allowed under the

South Carollna Rules of Civil Procedure.
‘That the signing of the transcript of deposition

by the witness Is reserved.

LR R K]

Charlotte Willams, first belng duly sworn, deposes and

says as follows:

EXAMINATION - (By Mr. Todd)

Q Your nane, please?

A Chatlotte Williams. )

Q Mg, Williams, my name's Monty Todd and we met about
& minute ago, and I represent Charlotte Mecklenburg
Hospltal Authority. It's Carolines Medical Center,
Levine's Children's Hospital. And thls Is my
opportunity today to ask you some questions about a
case that's been brought on behalf of Owen c-r

A Yes, sir,

e A T R e T RIS R A YT
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. Page 105 Page 107 }§
1 you're related by blood or by marrlage? 1 of his head? ’ g
2 A No. 2 A Yes,dln,
3 Q Now, I understand Mr. Willlams does and we'llget | 3 Q DId you ask Kayla and Michael about that brulse?
4 that with Mr. Willlams, 4 A [lasked Michael because he was with him that day.
5 A Okay. : 5 Q Okay.
6 Q Hadyouhad a chance to see Michael cara forOwen | 6 A Kayla was at work. And he explained that he had
7 befare December 4th, 2009, before that flrst 7 dropped the X-Bax remote on - - - he dropped It out
8 Injury? 8 of his hands. Owen was apparently In the baby seat
9 A Yes 9 next te him,
10 Q Tell me your impressions of Michael as a fathor. 10 Q And X think Mr. Todd asked You, you know, how |s
11 A My Iimpressions were fairly normal. He was a good 11 Owen otherwise, you know, the fact that he's gota
12 father. He was there when he was supposed to be 12 brulse thare that you saw and had concarn about.
13 there other than financlally. 13 Owen was acting appropriately at that point?
14 Q' Financially he's not working - - - ‘114 A Yes, sir.
15 A Correct. 15 Q Did you have any concern about the fact that Owen
16 Q ---welland not supporting financially. 16 had a bruise on his head that was apparently
17 A Corect. ) 17 Inflicted when Michaal was there? Did you have
18 Q Ithink Mr. Todd asked you did it appear that 18 concern about Owen's safety when Michael cared for
19 Michael loved him, and I think you sald he was 19 him becauss of that? :
20 leaming to love him. 20 A No. [
21 A Correct. 2l Q Wers you concerned about Owen's safety before the |
22 Q Himwould be Owen. Asfaraswhenhecaredfor |22  first Injury, December 4th of 20097 '
23 Owen, did it appear o you that ha was Interested |23 A No. ’
24 In caring for his child? 24 Q While both of his parents may have been young and
25 A 1think that he cared for him when he had to. 25 may have been In the process of learning
Page 106 Page 108 |}
1 Q Ithink Kayla mentlonaed he wasn't real big on 1 paranthood, you felt, before Decembar 4th, 2009,
2 changing dlapers Initially - - - 2 that Owen was well cared for with the caveat that
3 A Right 3 these were young parants?
4 Q ---but,Imean, If diepers needed to be changed | 4 A Comect.
5 he could do that? 5 Q Now, afterthe Decamber 4th, 2009 Injury and Mr.
6 A Yes. [ Tadd went into and I think you answered how you
7 Q Didyou have any concerns with how roughiy hemay | 7 found out about it and what i/our experience was
8 have handled him? In other words, when the child 8 with it. You understand that DSS was called into
9 was small, did you have concerns with Michael in 9 the case December 6th?
10 the manner in which he would pick up Owen, mayba {10 A Yes.
11 not hold his head properly when the head's not as 11 Q Imean, do you have an Independent recollection of
12 strong as it might he? \ 12 the date other than me suggesting it to yau?
13 A Tremember telling him a couple of times remember 13 A No,sir. .
14 to plck up his head, you know, because he's an 4 Q Butyou know that some time after Decamber th
15 Infant, ) 15 while Owen was still in the hospital DSS was called
16 Q Do you remember hearing Kayla correcting him on 16 into the case, correct?
17 that sometimes? 17 A Yes,sir.
18 A Yes. 18 Q How did you find out that DSS was called Into the
19 Q Did you ever have to correct Kayla on that? 19 case? What was the first thing you found that DSS
20 A Notthat1I recall, 20 was Involved?
21 Q Now, X think it was mentioned that you saw a brulse | 21 A They came Into the room,
22 on Owan In November of 20097 22 Q Atthae hospital?
23 A Yes,sir. 23 A Yes,
24 Q And that was the dime-sized brulge? I think your 24 Q Do you remember the young lady who did that?
25 best recollection was that it was on the left side 2% A Idon't remember, i
f#

27 (Pages 105 to 108)

Deposition of Charlotte Willlams

518

ebbcch78-8c6f-406a-b816-1369fe8df447



Page 113

That was a littie bit of a stressor with Kayla

1 Q You weren't shown any signs but did you have 1
2 concerns? 2 because you, maybe were trying to be as discrete as
3 A No. 3 possible, but a mother sometimas has to pass that
4 Q Youdidn't have any gut faelings as a grandmother 4 on to her child whether intentionally or ‘
s that the child was In perii? 5 unintentionally, corract?
6 A Atthat time I can't say I did. Iknow now - - - 6 A Yes ,
7  .now, everything T know - - - 7 Q And at some point when you would raise an lssue
8 Q Right. . 8 °  with Kayla, however discretely you were trying to
9 A ---I[t's harder to answer that but at that time, 9 ralse it, Kayla at some point would say don't
10 no. 10 gtart, don't get into this now. She'd do that,
11 Q Now you've got a different prism that you look at i1 right?
12 those things now, - - - 12 A Occasionally.
13 A EBxactly. 13 Q NotaH the time becauss y'all had a close
14 Q ---thathindsight's 20/20 but - - - 14 relatlonship.
15 A Exactly. 15 ‘A Cormect, :
16 Q ---butIfthe question Is what you knew and when 16 Q But at some point she didn’t want to hear anymore |}
17 you knew it, as of the December 4th injury and 17 because that's her mate, and she's going to be
18 bafore the January 11th Injury, you had no reason 18 protective of him, correct?
19 to question that Owen was in good care with his 19 A Right.
20 parants, corract? 20 Q Butatsome point the fact that this guy's just
21 A Comect 21 flat not working, she’s working B shift every day
22 Q Soyou never relayed to DSS that you had any 22 at Walgreens, coming homa and he's taking care of
23 reservatlons about it, correct? ’ 23 the kid while she's out working, at some polnt that
24 A Comect. 24 because a stressor for her, correct? ‘
25 Q You do remember talking to Detective Amanda Carter |25 A Yes,
Page 114 , Page 116 |
1 after the second Injury; In fact, [t was the same 1 Q Andit became a stressor for Michael too didn't it?
2 day as the sacond Injury, correct? 2 A Ildon't know.
3 A Yes,si. 3 Q Wall, she kicked him out of the house New Year's
4 Q And you were truthful with Detective Cartar when 4 Eva of 2009 didn’t she?
5 you spoke with her, correct? ’ 5 A Yes.
6 A Yes,sir 6 Q Soatleast it got hisattention as ha's In the car
7 Q Let's talk about stressors In Kayla's home at that 7 on the way up to Concord,
8 thme. Michael was not working after about October 8 A Right
"9 orNovember of 2009, correct? ' 9 Q Ifyou'd had a concern about Owen's well-balng with
10 A Yes . X 10 Miciael and with Kayla, did you kaow where the York
11 Q And that was beginning to get toa polnt of stress 11 County Offices of DSS were?
12 for Kayla wasn't it? 12 A No.
13 A Yes . 13 Q- Did you know where the York County phone number was
14 Q Now, and youwere very gracious with it, but you 14 to call SC DSS?
15 had rasarvations about Michael being your 15 A [ would have foung &.
16 daughter's mate didn't you? 16 Q Ifyou'd had a concern, you would have lit up their
17 A Yes, 17 switchboard; Isn't that correct?
18 Q You thought that Kayla could do better than him, 18 A Yes
19 correct? 19 Q@ Youtalked to Mr. Todd about how you found out
20 A Yes. 20 about the second Injury, the January 11th injury,
21 Q' Heplayed video games 24/7, and he wasn't working? |21 and what you did. And I think Mr, Todd asked you
22 A Comect. 2 this, but I'll ask it again. After Owen was
23 Q He was not a good provider? x dlschargéd back to Kayla and Michaei Dacember 8th,
24 A Correct, 24 you had occaslon to care for him some time after .
25 Q Soyou had understandable reservations about that. 25 that didn't you? ’
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] Page 153 Page 155 |
1 Q Doesthat help now refresh your recollectlon about 1 A Bxactly. : ‘
2 what you may have discussed with Ms. Carter? 2 Q Sowhen you were talking with Mr. Todd and these ||
3 Mr. Frawley - Ohject to the form. Answer it 3 paople aboyt concerns and suspicions before, you |
4 if you can, ) 4 ware not talking about susplclons or concerns you
5 Q Whatdoes this help you do? 5 had prlof to January 11th, 2010 were you?
6 A Ithelps me understand more what happened or what 1 6 Mr. Todd - Objection.
7 thought happened. 7 Mr. Frawley - Object to the form. Answer the
8 Q Now,they had anch asked you about whetheryou had | 8 questlon,
9 concerns at that time about whether Michasl had 9 Q You were only talking about susplclons you held
10 hurt this child or you had suspicions about it and 10 from January 11th, 2010 on?
11 all this other stuff and you gave answers to them. 11 A- Correct.
12 And then you've also discussed that with Amanda 12 Q When you gave this particular response to Amanda
13 Cartey, right? 13 _Carter, right?
14 A Yes. 14 Mr. Todd - Objection.
15 Q Now, how do you explaln any type of concerns or 15 Mr. Frawley - Same objectlon. Go ahead.
16 susplictons that you had back In - - - Let me ask it 16 A 1gavethis response to Amanda Carter in complete
17 a differant way. I'm just looking at the top of 17 emotlonal disarray. 1remember that now, 1
18 this and It says the date of the interviaw was 1- 18 remember that clearly,
19 1110, right? 19 Q Okay. And so on January the lbth, 2010, and
20 A Correct, 20 January 9th, 2010, and January 8th, 2010, back to
21 Q Andon 1-11-10 he had come to the hospital, and he 21 Deoember 4th, 2010, did you know It was coming?
2 had seizures and was in bad shape, right? 22 A 1did not know It was coming. Nobody could have
23 A Correct. 23 known that was coming, i
24 Q Andwhen he was In that kind of shape, what was 24 Q Now, what about somebody - - X belleve that Mr.,
25 your emotional state like at that particular time? 25 Todd asked you do you hold Michael responsible for
Page 154 Page 156
1 A Iwasn't even coherent. It- - - it was scary. 1 haming this child and you sald yes, right; you
2 Q And In that emotional state when she spoke to you, 2 recall that?
3 do you recall saying, and I'm looking from just 3 A Ido.
4 reading from this, I knew this was coming? 4 Q Now, who were the professlonals In this particular
5 A [Idon'trecall saying that, Clearly, I did. 5 case?
6 Q Do you know why you would have eald that at that 6 A Meaning DSS and the hospital? Who do you mean?
7 speclfic time? ' 7 Q Who waere the people that are supposed to know that
8 A Anger, ‘ 8 achild has been abused?
9 " Q And why were you angry? 9 Mr. Todd - Objaction.
10 A Ithinkthis was taken the day that Owen was put - 10 Mr. Frawley - Object to the form. Answer the
11 back In 1CU and 1 know - - - I remembr Just belng 11 question,
12 angry, very angry that he was there and scared. 12 Mr. Sattana - Object to the form.
13 Q Now, when Mr. Todd asked you about whetheryou had | 13 A It was my understanding that the doctors at Levine
14 concerns or suspicions, do you recall talling him 14 were Indlcating that there was possible abuse,
15 no, Xdon't think I did? 15 They're the professlonals, I'm just the
16 A 1know that I didn't have suspicions the week - - - 16 grandmother. 1know that 1 did not have concems
17 or several - - - couple of weeks between the first 17 of anyone possibly abusing Owen during that time.
18 Incident and the second Incident. I wasn't feeling 18 Q And-then-whowaerathe people that wera doing
19 it gt - - - In the moément. 19 Investigations, not CMC, but was it DSS and York
20 Q Wasitonly after he went to the hospitaf on 20 County Sheriff's Dapartment?
21 January 11th, *10 that you began to have those 21 A My understanding, when we were released from the
22 suspicions? 22 hospital December 8th, was DSS was golng to follow
23 A - Itall made sense then. 23 up, meaning Investigate, find out what happened to
24 Q You used the term before all the pleces came 24 my grandson. '
25 togettter. 25 Q And if CMC and DSS and the York County Sheriff's
39 (Pages 153 to 156)
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Appearances: For the Plaintiff - ) 1 " Deposition of Kayla Lythgoe, taken before me, j
' S: Randall Hood, Esq. 3
McGowan Hoo dfa nd Felder 2 Shirtey Dallas Gerrald CVR CM, a Notary Public for the
1539 Health Care Drive 3 State of South Carolina, In the law offices of McGowan
Rock Hil, South Carolina 29732 4 Hood and Felder, Rock Hil, South Carolina, commencing
" Duane M. Shaw, Esquire "5 at9:53 a.m. on July 20, 2012 In accordance with the
i?ggégw Firm N 6 South Camllna Rules of Civil Procedure,
enezer R
Rock Hill, South Carolina 20732 . 7 It was stlpulated by and between Counsel for the
For the Defendant, Charlotta 8 Plaintiff(s) and Counsel for the Defendant(s) that this
~ Mecklenburg Hospltal Authority - 9 deposition is taken for any purpase allowed under the
Montelth P. Todd, Esquire 10 . South Carolina Rules of Civil Procedure.
Sowell Gray1 o 11 That the signing of the transeript of deposition
P. O.'Box 1144
Columbla, South Carolina 29211 12 by the witness s reserved,
For the Defendant, Bruce 13 . kX EEE
- Bryant, Office of the Sheriff 14 Kayle Lythgoe, first belng duly swom de oses and sa
and York County - ayle Lythgoe, fl 9 ly , dep S
" Daniel R. Settana, Jr., Fsq. 15 as follows:
McKay, Cauthen, Settana & 16 EXAMINATION- (By Mr. Ftawley)
. rftgl,xg’:{amr 7 17 Q Ms, Lythgoe, will you state your name and address
. - Columbia, South Carolina - 18 for the record, please?
Lo . , sal
For the Defendant, South Carolina 19 A Kayle Lyttlgoe You sald 4addre$?
Department of Soclal Services - 20 Q Yes, ma'am.
3. Frawley, E 21 A 2799 Whiskey Road, Atken, South Carolina.
;:zls, Ffaw?ez,eXﬁd:gslgrz,e 22 Q Have you'ever had your deposition taken before?
McCauley, Ayer, Asher and 23 A No. o :
: PS"(')'";W a0’ 24 Q Let's go over some preliminarles. I introduced
25 myself to you a moment ago. My name fs Pat
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Fage 43 “

A Yes.

P Page 41
1 . how he was tolerating the formula? oo 1 Q Michael had lost his job before the first injury,
2. A No. Nochange. 2 correct? .
;3 Q So he adapted pretty well from breast milk to 3 A Yes
-4 formula? 4 Q Was your mother's attitude toward Michael, did that
‘5 A Yes. L ) L . 5 create any stress between you and Michael?
6 Q. Describe Michael.as a father for me in those first 6 A Allttie,
7 few weeks. Was he attentive, was he kind of 7 Q Imean, did Michael know that your mother did not
8 worried about holding the chiid; how did he appear 8  hold himin high regard? '
.9 to you to be? 9. A Yes,
10 A He seemed pretty confident with holding him. 10 Q .pDid they get along okay when they were together?
11 Q Okay. 11 A Yes.. .
12 A Like any typlcal man, he never wanted o change 12 'Q Now, you mentloned a moment ago how Michael was
13 diapers. - .. . . o 13 with Owen. DId you notlce on occasion that he
14 Q Yused to llke changing diapers, but go ahead. 14 would be rough with.Owen or not as gentie as you
15 A That'srare. He was comfortable with him. He did 15 would have thought he should have been in picking
16 get nervous when he had to be alone with him, but T 16 himup?
17 found that to be normai, 17 A Yes.
18 Q Would he get spooked ifhe's alone with him hoiding | 18 Q Describe that for me.
19 the dllld and the child suddenly gets fussy or 19 A It was non-aggressive, no anger In It, just he
20 starts crying? 20 would sometimes maybe forget to support his head or
21 A No. Hewould burp him or - - - and aﬂer he burped 21 he would swoop him up super fast instead of slowly.
2 him and.couldn't figure it out, he'd. usually just 22 He would just stand upright. And then.when he got .
23 bring him to me. 23 a little older like two-ish, three. months old, he
2% Q Okay, ) 24 would, you know, kind of do the up and down and
125 A But for the most part he seemed. ﬂne with him. 25 that scared me.
. Page 42 . Page 44 J3
1 Q And how did Owen appear to react or respond to 1 Q Okay.
.2 Michae! when Michael held him? 2 A Butother than that, It was nothing else.
'3 A Natural. 3 Q [Initially, it would have been from your perspective
‘4 Q Owen made eye oontact with him? 4 Just that he wasn't aware of how fragile.a child
5 A Yes. 5 could he? : .
‘6 Q Now,Iread somewhere where your mothernever | 6 A Right
7 really warmed up to Michael, would that be an 7 Q Anddidn't always stupport his head as much?
'8 accurate statement? 8 A Right
9 A Yes ... . . .9 Q Andlateron you sald he would maybe, I mean
10 Q Shethought you could do better? 10 fathers do this, bounce the kid on their knee or
11 A Yes. ‘ . ) 11 something but a little bit more than you thought
12 Q. And at.some-polnt Michael lost his job, correct? 12 maybe would have been appropriate.- - -
13 A Yes ‘ 13 A Right
14 Q When did he lose his job? 14 Q ---oratleast you were worrled about it?
15 A It was after Owen was bom. I would say probably 15 A Iwas worrled about it, yeah.
16 around October-Ish. ) 16 Q Okay. .
17 Q It would have been certainly before the Decembar {17 A It just scared me.
18 4th first hospltalization, first Injury, correct? 18 Q On those occaslons when he would, and I think you
19 A Yes. . '19 used the gesiure of vour hands - - -
20 Q So at the time of the December 4th first injury-- [20 A Yeah, .
21 - and I'll refer to them as the first Injury which 21 Q ---aslifthey're holdlng a baby going up and
22 would be that December 4th through December 8th | 22 down, - - -
23 hospitalization, then the second injury which Is 23 A nght
24 the January 11th Injury, all right? 24 Q ~---how would Owen appear to be respondmg to
25 25 that?

11 (Pages 41 to 44)
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Page 47

. Page 45
1 A Oh, heloved It ) s 1 Q No? Okay: Where he sits up and then you watch him |
2 Q Thekid looks like he llkes it - - - 2 in the video and he juat sort of, okav, “.- !
3 A Yesh 3 A Yeah '
4 Q :--butyou're thinking well, maybe this Isn't 4 Q Didyouand Michael - - - I guess once he lost his
5 the best thing? ' ' 5 job and as we're getting into December, was the
6 A Yes . 6 fact that he was not working and you were working,
7 Q Did you ever see Michael drop Owen? 7 did that become a source of stress for the two of
8 ‘A No ; 8 you?
9 Q Didyou ever see - - - well, between his September 9 A Yes.
10 birth and the Deceniber 4th first hospitalization, 10 Q@ Washeout looking for other jobs?
11 Owen wasn’t even standing up in the crib yet was 11 A No.
12 he? : S g : 12 Q With Food Lion, why did he leave that job?
13 A No. 13 A Iremember there was something to do with it fike -
14 Q I meian, could hd even turmm over? 14 he asked off for ‘a ‘day to go up to Concord to see
15 A Yes o ' ‘|15 his parents and then he like néver went back, 1
16 Q Did you ever see an occasion when he would turn 16 don't really remember what had happened. I'm
17 over and hit the side of the crib? 17 trying to remember if it was because of
18 A 'No, he wasn't that advanced. = 18 Thanksgivl'ng, did we take off for Thanksglving and
19 Q ‘Okay. 19 then he just never went back, but I'm not okay with -
20 A We just have it-on camera once him rolling over. 20 the dates there, t
21 Q WtHen you put him on the floor, would he crawl; was |21 Q Okay. '
22 he to that point yet? 22 A But something like that happened, he just slacked
23 A Hedid the badk and forth thing. 23 off,
24 Q Backand forth. 24 Q AndIthink X asked a moment ago, and I'm not
25 A He wouldn't go anywhere, but he'd like get up and 25 holding you to thls, but I think a moment ago you
: Page 46 : Page 48
i then down. 1 mentfoned that he may have left his employment some
2 Q Kindofrock-~~~ 2 time In Octaber but It may have been as late as
3 A - Yeah ’ 3 November when that happened, - - -
4 Q -~ +-forward and backward, okay, - - - "4 A Yes. B ‘
5 A Itsvery ate. : 5 Q ---atoraround Thanksgiving possibly?
6 Q ---whichisa precursortocrawllng. You ‘6 A Yes. - E Co
7 mentionéd you had him én the camera. Tell meabout | 7 Q Didhe ever tell you why he left the fob, whether
8 that. What kind of camera did you have? 8 he was fired or he just stopped showing up or - - -
9 A Michae's mother gave us her video recorder, It 9 A He just - - -well, he didn't like his manager and
10 did it on the litte mini DVDs and we recarded 10 he would always complain about how he hated him and
11 ‘everythinig, absolutely everything. ' 11 how the manager hated Michael,
12 Q Do you still have those videos of Owen? 12 Q Do you know who the manager was; do you remember
13 A Ido. 13 his name?
14 Q And do any of those videos show Michael with Owen? 14 A Ithinkit - - - it wasan M definitely. I think
15 A Yes o 15  Itwas Mark or Mike.
16 Q And those would ba obviously from some time in 16 Q Mark or Mike.
17  September up through - - » wotuld you have videos 17 A Yes.
18 that were taken prior to the-first Injury?- 18 Q@ Was ha anolderguyor---
19 A Yes, we have him coming home, and we have just 19 A No, younger.
20 random things that would be boring to everybady 20 Q ---youngerguy?
21 else, and then we have him roliing over and 21 A And nobody liked Michae! professionally because he
22 Christmas and all, 22 refused to cut his halr, another just défiant thing
123 Q Hadhe ever gotten to where he could sit up if you 23 about him,
24  puthimina couch where he could slt up? 24 Q How long was his hair?
25 A No, not unsupported. 25 A Long. Itwas to his shoulders, a littie past
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= Page 49 ' Page 51
1 Q Notaslong as yours? 1 Q. Did he ever threaten to hit you or ever get f
2 A No. 2 physical ight in your face?
3 .Q Oay. . 3 A No. :
‘4 A No,I wouldnt have that "4 Q Youweren'tafraid of him? i
5 Q When hewould go to wark wauld hatie It hackor | 5 A No. ‘ 5
6 --- 6 Q Letme ask you this, this happens frequently when |
7 A Yes, 7 couples get together, they live tagether for
8 Q Ohay. ) 8 awhile, then they have a child, and then afterwards ;
‘9 A He always hacl it bad< bottom was shaved off klnd 9 .. their intimacy gets affected. I'mnot---1I ;
10 of thing. ‘ ‘10 don't want to go into any detall, and I apologlze
11 Q@ Now,1 kpow he had a tattoo on his leg? 11 . for any embarrassment, but did your relationship, 1
12 A Yes. 12 with Michael change after the child came? '
13 Q Did he have any tatbnos on his arms or anything 13 A No, . :
14 that would be visible? 14 Q@ Soyou wei’g as Intimate after the child came as you
15 A No. That was very recent too, 15 had been before? ' , i
16 Q When helaft Food Lion for whatever reason -« -do |16 A Yes. . L _ |
17 you know if he was fired or if he just left? 17 Q Andl apologlzé for getting Into that, J
18 A I'm pretty sure they fired him by not showing up. 18 A That's okay.
19 Q Buthe never told you that? 19 Q Were thera occasions, we mentloned eatller about
20 A No. 20 Michael posglblv being a little rougher when he
21 Q And he never had a day where he went to workand | 21 would pick the child up when he was little, did you
22 they said you're fired, go home? 22 have accaslon sometimes to tell Michael you need to . |
23 A Idon'believe so. ‘23 be more careful?
24 Q Asfaras you know he just stopped showingupand |24 A VYes.
25 . they just took him off the payroll? 25 Q And what was Michael's response to that?
Page 50 . Page 52 |
1 A Yes 1 A Usually - - - well, it depended on what it was on. i
2 Q Okay. 2 If it was because he was playlng with him he'd be
'3 A 1Ibelleve that's how It went down, 3 like well, he likes it or if It was because he'd i
4 Q After he left Food Lion, did he go, to your 4 picked him he'd say sorry and - - - g
5 knowledge, for any other Jobs? 5 Q@ I'ltryto do better next time?
6 A No.. , \ 6 A Yesh _
7 Q So he never even applied for another job after 7 Q. Did.you ever see his hrother pick up Owen at any
8 that? 8 time when Brian was there and y'all were there? ,
9 A Hegotvery lazy. 9 A Yes. Brian showed a ot of love towards him. g
10 Q Did he tell you why he wasn't applying for jobs 10 Q@ How old was Brian? -
1 when ha's the man In the house, he's got not yeta |11 A He was older than me. I think he was 20.
12 wife but the mother of his child and a young child, {12 Q So he was Michael's older hrother?
13 did he tell you why he's not out there trying to 13 A Yes. .
14 earn some money when you're working B shift 40 |14 Q Butwas Brlan working at that time?
15 hoursa week? 15 A No. - .
‘16 A No, he just would say, you know, well, I---1 16 Q Had Brian completed high school, do you know?
17 watch the baby and you go to work, that kind of 17 A Yes. Well, no. No, Idon't think he did. I'm
18 thing, so ‘ 18 somy. . . ,
19 Q And what did you say when that happened? 19 Q Now, had you noticed that Michael would sometimes
20 A Imean, we had conflict because of It. I would 20 be roygh in picking up Owen before that December
21 just - - - I would yell all the time, and he'd yell 21 4th first infury? |
22 at me for being a nag and so It was just those - - 22 A Yes.
23 - 23 Q@ And when you would see It you'd correct him on It? {
24 Q DIidhe ever hityou? . 24 A Yes. . . : ﬁ
25 A No. ' 25 Q And by that December 4th first Injury was Owen of |

13 (Pages 49 to 52)
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: ; . . - Page 57 Page 59 |
,1 Q Did Michael have any kind of temper? 1 do? , ) o !
1.2 A No. , 2 A Idid the filling, counting pllis, patient
3 Q Dld he ever get frustrated over stuff2? 3 interaction. I called for authorizations and
4 A Yes. o 4 billing, _
‘5 Q Didhe gét frustrated over the fact that he wasn't | 5 Q When you left Walgreens and went to your ﬂrst non-
) 6 working? ; 6 Walgraens' job, I mean, were you dissatisflad with
-7 A No, he got frustrated over the fact that I nagged 7 Walgreens or just looking for more pay?
8 him for not worklng 8 A No,Iwas extramely happy with Walgreens. I was
‘9 Q Heenjoyed not working? 9 let go because when I got hired, when [ was 17 when '
10 A Yes. 10 Ifirst got the job, 1 marked that I had a GED when
1 Q Whan he didn't work and he stayed homs, I mean, 11, 1did not and they found that out three years
12 obvlously, I guess he's saying he's watchlng the 12 later.
13 Kid, but what else Is he doing? 13 Q oh okay . ]
14 A Hewouldgoto Concord some times or - - - that's 14 A Very upseulng ‘ i
15 . about It really ) {15 Q@ Now, In the Interim, dld you getyour GED? ;
16 Q Whenyou wouldn’t be worklng what's hedoing? |16 A Yes. Notwhile I was with Walgreens, it was -
17 A He's usually at home. He was a gamer, - - - 17 afterwards. . ]
18 Q Games. 18 Q So you baslcally got fived because you had on your
19 A -- - always playing games or shopplng 19 application from when you were 17 that you had a
20 Q Okay, video games? 20 GED when you really didn't - - -
21 A Yes. 2 A Yeah 4
2 Q Okay. pr,shqpping'? ) 22 Q ---andthey didn't like that so they terminated
23 A Yes, his parents gave him money a lot. 23 you and then you subsequently did get your GED?
24 Q Whatdid his parents do? Were his parents 24 A Yes. . . o
25 affluent? : 25 Q Tell me about what ied up to the December 4th
R Page 58 . . Page 60 ||
{1 A I'msony, whatis that? 1 hospitalization and the first injury. Now, I .
2 Q1 mean, were they well off? 2 understand you - - - that Owen was acting oddly,
-3 A Yes, to my knowledge. . 3 was, I think, sleeping all the time but when he was
;4 Q Do you know what Mr. Carduff did? ' 4 awale he was screaminp a lot, correct?
.5 A They were both In a Walgreens' business. I believe .5 A Yes. - s .
6 he was high up, you know, and - - - .6 Q Tell ma how that came about, how you discovered
7  Q And that's how they could assist you geu'lng the 7 = that. I mean, did that just happen one day or was
-8 job? 8 it something that developed? Was he sick and then
9 A Yes. , , . 9 thatresulted; how did that come about? When did
10 Q When you worked for Walgreens, what didyoudo for | 10 = yoy begin taking him to healthcare_ providers?
1 them? o 11 Mr. Frawley - And I'm golng to let you do a
12 A Istarted off as a cashler, and I transferred three 12 .
13 . imes total. And when I found out 1 was pregnant, 13 Mr. Todd Objecblon.
14 1lefcthe Concord one because we left to go to my 14 Mr. Frawley - No, what I was golng to say, I'm
15 parents - - - ' 15 satting the stage and I'm going to ask
16 Q Right. 16 specific questions.
17 A ---ordoser tothem- - - 17 Mr. Hood - Sura. Sure,
18 Q. Right. . ' 18 Mr. Frawley - I mean, that questlon, asIput -
119 A --- and that's when I transferred to Rock HIH } 19 it, it's easily objectionable. But what I'm
20 When Iwas In Roc[( Hill, I got promoted-to go do 20 telling you - - -
n tiie ,phqto's, and I was head photo specialist and I 21 Mr. Todd - You should object te your own
2 made the photos and all that. Then we transferred 22 question,
23 again - - - Oh, well, yes, we transferred again to 23 Mr. Frawley - Yes, well, that's kind of where
24 Alken and there I was promoted to pharmacy. 24 I want to go with this.
25 Q Wheh youwere in pharmacy in Alken, whatdid you {25 A Okay.
15 (Pages 57 to 60)
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Page 61 Page 63 |f
1 Q Where do we start? When dlid you first notice it? 1 A Okay. g
2 And those are the questions that I'll ask, 2 Q What was he doing that lead you to tag that today A ‘
3 A Okay "3 as being really weird? ’ )
4 Q And then I'm going to open the floor to you to do 4 A Hewould not - - - When he was up, It was constant
5 that. Now, at or around that time » ~ - 5 crying.
6 Mr. Settana - When you say that time, you're 6 Q Okay.
7 talking about December 4th? - | 7 A Agaln, 'ma first-time mom. I don't-- - I've
8 Q I'mtalking about hatween, say, Thanksgiving - ~ - 8 heard about colic so I just figured It was that so
9 Mr. Settana - Okay. 9 Ilst it go a little bit untll, you know, the :
10 Q - --and Dacember 4th, late Novembaer early 10 feeding got odd. He didn't never want to eat, We
11 Dacember, was there a ime In there where Owen had |11 had to make him eat, not, you know, force or
12 a cold, the flu, was sick, where that began where 12 ariything, but we had - - - It was a job to make him
i3 hewent from a well baby to a baby that's gota 13 eat.
‘14 runny nose and Is cranky? ; 14 Q Okay.
15 A Yes. : R 15 A And we had to wake him up to eat. He wouldn't wake
16 Q And tell me about that, 16 ~ uptoeatanymore. And Iknew that was odd because
17 A He was fine during Thanksgiving and then he started 17 1 was told bables wake up, and he was prlor, llke
18 - to getthe sniffles whidi I ﬂgljre'd came with the 18 every three hours to eat, and he wasn't
19 season. Butwe checked him out for the sniffles 19 Q Okay.
20 and that's what we were tod It was and not to 20 A Solgotreally concerned there. At one pont he’
21 worry, ' 21 had a fever and so I took him - - - his
22 Q Andwhotold you that? 22 pediatrician was closed so I fook him to Riverview
23 A Paxton. ’ 23 --- ' .
24 Q Now, when you say Paxton, so he got the sniffles 24 Q Riverview, oka\'r.
25 and what'you did in responge to that was Insteadof |25 A - - -Ithink it was called, It's Ill§e a24-hour
. Page 62 Page 64 |{ : )
1 Just, you know, hoping he sleeps through it, you 1 clintc. :
2 took Him to a heaithcare provider, Sunshine 2 Q Doyouremember what day of the week this: was?
.3 Pediatrics, correct? 3 A ldonot
4 A Yes. 4 Q Itdoesn'tmatter,
'5 Q Andthe Paxton you talk about Is Dr. Paxton, 5 A And It was nighttime because It was after I got off
6 = correct? ’ . 6 work so we went up there. And I told the doctor,
7 “A" Yes. 7 and they didn't make fun of me but, you know,
8- Q ' And Dr. Paxton told you what again? 1.8 catling me a first-time mom, and I'm worrylng too -
9 - A It'sjust a case of the normat sniffles. 9 much, and It's okay but to follow up with his
10 Q Andwhat was Owen doing at that tima that led you | 10 pédiatrician which 1 did. And he told me that it
1 to the conclusion that he's sick enough that you 11 could be a throat Infection and so I sald okay
12 need to take him to Sunshine; what was he doing? 12 And he put him on some antiblotic. '
13 A He was just really runny and red in the nose, and 13 Q Let'sstop there a second. You went to Riverview
14 thatwastkt. 14 and they didn't really make fun of you but they
15 Q Asfar as his disposition, how was he acting? 15 sald first-time mom.
16 A Fine, ' 16 A Yes, which Is fine.,
17 Q Okay. I mean, happy or was he - 17 Q Were they being dismissivé of you or did you get
18 A Oh, yes, 18 the impresston they're actually looking at him and
19 Q Okay. 19 trying to analyze what the problem Is? -
20 A Yes, happy. 20 A Imean, well, he-'was crying, crying, crying when [
21 Q Allright. 21 brought him and of course, we went back, he was
22 A It was not untll after that, a couple like about 22 happy. ’ ’
23 week now before the 4th, that Is when he started to 23 Q Okay. |
24 act really weird, 24 A He was laughing. ' ol )
25 Q Okay. Well, let's talk about that. 25 Q Okay. j g
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! Page 85 Page 87 [§
A the drivaway as you're on your way out to work, did | 1 Q New Year's Eve. Al right. Tall me how that
2 you tell her at that time that Owen was with his 2 conversation went. :
3 grandmother, In other words, his grandmother was 3 A Itwasnhot good.' HIs friends were there, i
-4 caring for him that day? 4 Q Atyourhome?
-5 A Yes. Ihad forgotten about that until you brought 5 A Yes, Another thing that upset me so much. I mean,
6 tup. 6 that's what broke me to kick him out, Because I
.7 Q Butwith me having brought It up, that prompts a 7 could tell he just didnt - - - Owen was more of a
8  recollection, correct? ' 8 bother than a good thing when his friends were
"9 A Yess 9 over. Soljust- --1went in there, my mom was i
10 Q I mean, It did happen, right? 10 with me, and I brought him to our room. Itold him |
11 A Correct. 1 to come with five in the back and I sald, you know,
12 Q Now, the grandmother, was It your mom or was it Ms. | 12 this Is hard for me but you need to go, you know,
13 Carduff with whom you were staying? 13 you're riot showing any Incentive of being a man.
14 A My mother. 14 Q You need something to drink; you okay?
15 Q With Charlotte Willlams? 15 A Yeah, I'mfine. '
16 A Yes. ' ' 16 Q Alldght.
17 Q And do you recall Ms. HIll asking you for a contact 17 A And I sald you're being lazy, your friends are”
18 phone number so she could contact Ms. Willlamsand | 18 always here, this Is not a party house, and blah,
18 you were not able to give that phone number to Ms, 19 blah blah, and just kicked him out. I said'you
20 HE; do you remember that? 20 need to go, you need to take your friends with you,
21 A Yés, soit of. ' I remémber her asking mé. I don't 21 and-you need to go badk to your mom's house because ]
22 remember not giving it to her. I don't know why I 22 apparently that's where you need to be. And so he ]
23 would not be able to, 123 did. ‘T miean, he didn't really fight it, but he
24 Q Wiiere would Michael have been then that day? 24 Just did it. He didn't say anything, And Ijust
25 A Idontknow, 25 stood there while he packed all his stuff up and he
. Page 86 : . Page 88 |;
1 Q In'other words, why was your mom caring for the 1 left, and that was that,
2 chlid Insbaad of Michael? .2 Q You said that his friends were there an New Year's
'3 A Mldhael -~ {fif was momlng e was probably 3 Eve. I'mean, alot of people are out partying New
-4 asleep, ‘but I'm not positive. 4 Year's Eve. He's got his friends over there. How
1 5 Q Owen would have been better cared for with your 5 many friends were ﬂlere?
6 ‘mother than with Michaal anyway on that day 6 A Two.
7 wouldn't he? 7 Q Two.
'8 A Yes. - 8 A His brother Brian and his best friend Aaron,
9 Q Areyoustlll good to go? 9 Q And you sald In your explanation there that his
10 A Yes ' 10 friends ware always there. When yousay---1
11 @ Give measecond. Some of these'qu_estions I've 1 know that's probably and overstatement - - =
12 already asked. We don't have to go over them 12 A Yes,
13 again. Okay. Thattakes us up to December 24st 13 Q ---~but, I mean, how frequently would you come
14 Jjust before Christmas. Did y'all have a normal 14 back from working your shift, and he would be there [}
15  Christmas? ' 15 with either his brother or his brother and others? ;
16" A Yes, 16 A Tt was always elther just his brother or his friend
17 Q “Now, within ten days after. this December 215t home | 17 or both of them. ‘They dldntt - - It wasn't as -
18 ' viglt the issue with Michael and his not working, 18 - - I'should say they didn't come often. When they
19 his not getting a job, reaches a head and you 19 did ¢ come, they stayed s0 long. 'l state It llke !
20 essentially kick him out of the house New Year's 20 thit
21 Eve; Isn't that correct? ’ 21 Q Didn't know when to leave?
22 ‘A Yes, 22 A Yes. So they would come like once a month for like
23 Q Wasiton New Year's Eve, was it a day before, a 23 a weéek or a whole weekend and it just bugged me
24 day after? 24 becatise Michael would always stay up tll itke 4:00
25 A It was New Year's Eve. 25 In the moming and all that. It was just annoying.
22 (Pages 85 to 88)
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March 18, 2013: Expert Opinion: J. Kevin Moore: Hospital Administrative Issues and Concerns
Case: Carduff v. Carolinas Medical Center. Client: McGowan, Hood & Felder, Rock Hill, SC 29732

FACTS

l a three month old boy, became ill on December 4, 2009 while in the care of his father. He
was taken to the emergency department at Piedmont Medical Center (PMC) by his parents, admitted
near 5pm, stabilized, and transferred to the Levine Children's Hospital (LCH) near 2:30 am on December
5, 2009. The first documented entries raising suspicions of child abuse appear in Owens record near 8:30
am on December 5%. Implementation of LCH child abuse policies and protocols immediately followed.
Applicable policies required coordinated efforts by medical, clinical and social worker staff at LCH, and
notice to the Department of Social Services in South Carolina (DSS), where Owen resided, to evaluate
and assess potential child abuse.

From December 5™- 8", 2009 LCH conducted medical examinations and tests finding 2 subdural
hematomas, one of which was unexplained and potentially resulted from child abuse or non-accidental
trauma. During the same time, LCH social workers provided medical findings and psychosocial
assessments of the parents to DSS, discussed disposition issues including custody or supervision, and the
requirement that a safety plan be developed and in place before discharge. Medical findings were
insufficient to determine whether or not Owens injuries resulted from child abuse. On December 8,
2009 at 12:45 pm Owen was discharged to his parents. On January 11, 2010 Owen returned to LCH with
severe traumatic brain injuries. LCH records indicate Owen’s injuries were severe, resulted from child
abuse, and will likely result in significant lifelong disability.

ANALYSIS

For purposes of this analysis, Levine Children’s Hospital (LCH), Carolinas Healthcare System (CHS), and
Charlotte-Mecklenburg Hospital Authority are considered as the defendants and referenced as LCH.

- The question presented is whether LCH abrogated a duty or responsibility to Owen, and deviated from

laws, standards, rules, regulations or its own policies thereby violating the standard of care by
discharging Owen Carduff into the care of his parents, allowing for further injury. Based on a review of
the court filings, patient records, LCH policies and procedures, and other documents my conclusion is in
the affirmative. '

LCH abrogated its duty to Owen and‘ violated the standard of care.

The standard of care for patients who are suspected victims of abuse is broadly addressed by Joint
Commission (JCAHO) 2006 hospital accreditation standards on Provision of Care, Treatment, and
Services (PC). PC 3.10 requires victims of abuse be assessed, specific criteria be developed for Child
Abuse cases and that appropriate staff is educated on how to address abuse cases. The JCAHO requires
the Hospital develop and implement specific policies to carry out these standards. Those policies are the
primary basis of my analysis and the standard of care the Hospital set for itself.

LCH Policy and Procedure require that any child age 0-6 months with any injury be designated as a
patient “suspicious for child abuse”. (PR 110.03: Child Maltreatment Clinical Practice Guidelines:
Evaluation and Management of Suspected Child Abuse or Neglect: Section I, Child Physical Abuse, Part A.
Identification (1).002642) Owen met these standards.,
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ANALYSIS (cont.)

Once so designated, a series of mandated LCH policies, procedures, protocols and practices are
triggered purposed to “..provide guidance on the procedure that should be followed in cases of

suspected abuse or neglect” ... (P.R. 110.03: Juveniles Suspected of Being Abused or Neglected: Summary

Statement 002636). Critical among those actions required by LCH policies are:

1. Notice to the Department of Social Services in the county where the patient resides. (P.R. 110.03:
Juveniles suspected of Being Abused or Neglected: Procedure (Procedure (A} (5) 002638.)

2. Completion of the CHS Suspected Abuse and Neglect (SCAN) form. The SCAN form is primarily a
medical evaluation tasked to identify any physical or clinical signs, symptoms, or injuries which could
indicate or confirm child abuse through medical tests, evaluations, and consultation among
physician specialists and clinicians. SCAN is designed to identify clinical manifestations of child abuse
and determine if medical clearance can be attained before patient discharge can occur. (P.R. 110.03:
Juveniles suspected of Being Abused or Neglected: Procedure (A) (3) Complete CHS SCAN form.

002637)

3. A psychosocial assessment of the parents and/or caretaker and environment in suspected child
abuse cases evaluating if:

a.

The infliction or allowing the infliction of serious physical injury occurred while in the
care of the parent, caretaker or guardian. (P.R. 110.03: Juveniles Suspected of Being
Abused or Neglected: Definitions (B} (1) (a) 002636

The parent/guardian has logical explanation that is consistent with the age, pattern, and
severity of the injury. (PR 110.03: Child Maltreatment Clinical Practice Guidelines: -
Evaluation and Management of Suspected Child Abuse or Neglect: Section |, Part B.
Essential Aspects-Caretaker History (1). 002642)

Any concerns regarding any inappropriate statements made or behaviors by the
parent/caretakers and/or their level of knowledge regarding the circumstances resulting
in child’s need for medical care and/or why a physical injury exists, and if so assuring
those concerns are documented. (PR 110.03: Child Maitreatment Clinical Practice
Guidelines: Evaluation and Management of Suspected Child Abuse or Neglect: Section I,
Child Neglect :Part C Evaluation and Treatment (10). 002647

It is unsafe for the juvenile to return to or be discharged to his or her parent, guardian
or caretaker. (P.R. 110.03: Juveniles Suspected of Being Abused or Neglected: Procedure
(B) 0002636)

The child lives in an injurious environment, or a home where another child has died or
been subjected to abuse, or where an abusive parent or caretaker lives. (P.R. 110.03:
Juveniles Suspected of Being Abused or Neglected: Neglected Juvenile (1) (D} and (2)
0002636)

Required actions include:

f

Assuring the child is not discharged after medical clearance has occurred, until
i. Disposition by LCH social workers and DSS has been determined
ii. A safety plan has been placed on the patients chart. (P.R. 110.03: Juveniles
Suspected of Being Abused or Neglected: Procedure(A) (9) (0002638)
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ANALYSIS (cont.)

g. Ifitis potentially unsafe for the child to return to his parents or caregivers:

i, First contacting DSS to determine if DSS will assume emergency custody and
authorize LCH to retain physical custody of the child; ....and if not.

i, Exercising or invoking the authority under the standing Judicial Court
Administrative Order granted to LCH under N.C.G.S., Sec. 7B-308, to retain
custody of any child suspected of abuse. (P.R. 110.03: Juveniles Suspected of
‘Being Abused or Neglected: Attachment C (0002654) )

Items (1) and (2) listed above were accomplished with the following results.
/

1. DSS in South Carolina was notified and promptly sent representatives to meet with the
parents/caretakers at LCH on Dec 6th, (DEF PROD 00163); and to the home to better evaluate
the caregivers and the environment. Unfortunately it appears that the DSS visit to the home on
Dec 7th was unsuccessful because it occurred while Owen was stlll hospitalized and the parents
remained with him at LCH. (DEF PROD 00164)

2. The Child Maltreatment Physician and Clinical Team members at LCH were unable to identify
medical or clinical findings sufficient to convert a suspicion of child abuse into a medically
substantiated case of child abuse. (Many references to this conclusion ... DEF PROD 00165) LCH
staff initially followed upon policy requirements that any child age 0-6 months be treated as a
suspected child abuse victim, and acted upon clear suspicions of abuse by placing a sitter
Owen'’s room to assure parental supervision immediately following admission.

Number (3) listed above is where the prepor{derancé of errors and violations of LCH policy
occurred. However, certain assumptions or uncertainties presented in LCH records and
testimony by LCH staff must first be addressed. Although treated as such in LCH testimony,
medical clearance is not synonymous with “ready for discharge” and cannot be treated as such
under LCH policy. The assessment of the circumstances under which the injury occurred;
parent/caregiver capacity; home environment; the potential need for supervision or parental
education; custody at discharge; and development of a safety plan are not medical matters. All
of these requirements must still be met even if medical clearance is obtained, and policy
requires they be addressed prior to discharge. (See 3. (a-e) above). The purpose of these
requirements are to assure no child suspected of abuse is discharged into any circumstance
where abuse might continue of be perpetuated.

Suspicion of Child Abuse Supposedly Not Confirmed

Laura Newmark asserts, in contradiction to the Child Abuse and Neglect Algorithm {(CANA) {P.R. 110.03:
Juveniles Suspected of Being Abused or Neglected: CANA, Attachment F (0002658,) that “the suspicion
was not confirmed, because there had not been a full work up yet”. (Deposition Laura Newmark, MSW,
LCH pg. 14.) . This assertion is noteworthy because it appears to be offered to justify not having taken
further action to protect Owen. This conclusion is not supported by LCH policy, actions taken by LCH
staff, the facts of this case or common definition. Suspicion was established by policy and acted upon.

e LCH Policy and Procedure specifies that any child age 0-6 months with any injury be designated
as “suspicious for child abuse”. (PR 110.03: Child Maitreatment Clinical Practice Guidelines:
Evaluation and Management of Suspected Child Abuse or Neglect: Section I, Child Physical
Abuse, Part A. Identification (1).002642) Owen ClEElB clearly met this definition.
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ANALYSIS {cont.)

o According to the Child Abuse and Neglect Algorithm, contact and consultation of the Clinical
Care Management Social Worker (MSW}) is triggered by suspicion of abuse by the medical staff.
The contact and involvement of MSW, their subsequent notice to DSS, and initiation of the
SCAN form triggered by policy supports a suspicion of child abuse was broadly shared by all
staff. (P.R. 110.03: Juveniles Suspected of Being Abused or Neglected: CANA, Attachment F
{0002658,) '

e LCH placed a sitter with Owen immediately following admission. “Sitter in room until cleared by
DSS/Child Maltreatment Team” Sarah Gall 12/5/09, 1:50 PM. (CMC (12.05.09) 0065.) “Hospital
has a sitter; parents are having supervised contact with baby” (DEF PROD 001356); and the
assignment of a Child Maltreatment Coordinator, Lynn Myers, R.N. (?), represent actions taken
to protect Owen confirming a suspicion of abuse by the parents.

¢ Perhaps purely semantics but a “confirmed suspicion” is typically considered a fact.

The preceding clearly indicates LCH suspected abuse and acted in a manner demonstrating a need to
protect Owen from his parents during his hospital stay.

It appears that the hospital seems to be relying on medical substantiation of documented abuse to
categorize its actions or inactions as reasonable. This is not correct. Medical substantiation is but one
element to be factored into the final decision of whether to discharge or not. In this case, LCH staff
clearly failed to exercise their authority to seek protective custody by DSS, or assume involuntary
custody under judicial powers granted by statue and court order to retain custody and defer discharge.

Role of the MSW at LCH in Suspected Child Abuse Cases

in deposition Laura Newmark, MSW., describes her role as “serving as liaison between the LCH medical
team and DSS”, and “sharing information on the clinical status and what is going on with the patient
with DSS”. Ms. Newmark concludes the final decision regarding Owens discharge and, getting the
discharge plan right, is the sole province of DSS. (Deposition Laura Newmark, MSW, LCH pgs. 10-12)
These conclusions are not supported by LCH policy or the facts of this case.

LCH policy describes the MSW role in suspected child abuse cases as one of active consultation providing

aid and assistance in the assessment process, (P.R. 110.03: Juveniles Suspected of Being Abused or
Neglected: Procedure (A) (2), 002637, and Attachment F (0002658). Specific MSW duties ascribed by
policy include: assuring assighment of a Child Maltreatment Coordinator to cases of suspected child
abuse; determining disposition of a child suspected of abuse before discharge with DSS, and assuring the
safety plan has been placed on the chart in writing prior to discharge. (P.R. 110.03: Juveniles Suspected
of Being Abused or Neglected: Procedure (A) (9) (0002638). Owen was discharged with no safety plan on
the chart, and without a consensus decision by MSW and DSS on discharge disposition, after medical
clearance, as required.

FINDINGS and CONCLUSIONS

The MSW has primary responsibility, and was the best or only party in a position to assess items 3 (b, ¢, f
(i) and g (i)) above, and shares responsibility for 3 (a, d, f (i) and g (ii)) above. By not carrying out these

4
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duties, or assuring they were performed, MSW violated the standard of care and abrogated their duties
to protect Owen. The only items listed above which might be considered the exclusive or sole province
of DSS are 3(e), review of the home and prior history of child abuse, and authorship of the safety plan in
f (ii). | see no liability on the part of the LCH medical staff having relied on the MSW to determine
disposition at discharge, seek a safety plan, and having noting in the record that Owen should be
discharged with supervision. (See B below). Although supervised and protected from the parents during
his hospital stay, Owen was discharged into the parents care without supervision. Those most
acquainted with Owens injuries, LCH staff and medical team findings and suspicions, the parents and
caregivers demeanor during his stay from Dec. 5-8, 2009 were the MSW staff at LCH.

ADDITIONAL FACTORS

In addition, the MSW was aware, or should have been aware, of several facts and events relevant to
child abuse which may have proven critical to DSS. It is not apparent that these facts or events were
conveyed to DSS.

A. A member of the LCH nursing staff (RN Sara), conveyed information to MSW regarding a

“private” conversation with the maternal grandmother. The conversation disciosed the Owen

" had sustained a previous bruise to the head in November while in the care of his father and
uncle that could not be explained. (CMC 12.05.09, 0096)

B. The consulting LCH Neurosurgeon, Dr. McClanahan charted that Owen should only be
discharged under supervision, in a medical record entry at 6:45 pm on 12/7/2009 the night
before Owen was discharged. (CMC 12.05.09 0039). It appears from this entry a member of the
medical team felt it necessary to assure Owen was not discharged to the singular care of his 19
and 18 year old parents without supervision. The MSW was responsible for conveying this
information-to DSS and assuring it was in the discharge safety plan. It is not clear this specific
medical direction regarding supervision was conveyed or acted upon by MSW. ’

C. The Maltreatment Clinical Coordinator, Lynne Myers, R.N., charted the safety plan from DSS had
not been received at 10:32 am on 12/8/2009. Despite the requirement that this plan be on the
chart before discharge, Owen was discharged to his parents at 12:43 that afternoon. {Nursing
Misc. Inpatient Documentation: Exhibit 31, 000155) As previously established it was the
responsibility of the MSW to assure the safety plan was on Owens chart prior to discharge.

D. Both the maternal grandmother Charlotte Williams and Rev. Larry Williams the maternal step-
grandfather testified that a Neurologist “Dr. Bailey”, assigned to Owen at LCH clearly indicated
that Owen was possibly or likely a victim of “shaken baby” child abuse through verbal and
graphic physical communication . (Deposition Charlotte Williams, pg. 133, and Deposition of
Rev. Larry Williams, pgs. 39-40). As the party responsible for conveying findings and assessments
by the medical team at LCH to DSS, Ms. Newmark should have consulted or obtained findings
from the attending neurologist and conveyed those finding to DSS. There is no evidence that this
medical suspicion or concern was captured on the chart or conveyed to DSS.

Answers filed by SCDSS on January 9, 2012 and February 6, 2012 state that LCH conveyed information to
DSS without mentioning a suspect, and that medical findings of abuse were inconclusive, and there were
“no concerns of non-accidental trauma”. DSS asserts that it received insufficient information from LCH
to understand the depth and existence of observations and information which would be needed to

5
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retain custody of Owen. If there was a failure to assess and communicate all medical findings from
physician staff, and/or psychosocial observations or concerns to DSS or among LCH staff, Joint
Commission Standards Pi 5.10, 5.50, and 5.60. In regards to coordination of care and timeliness of
sharing relevant patient information may also have been violated.

Finally, the defendant asserts in a motion of summary judgment that, “the decision regarding the
discharge of a child into the custody of his parents ...is not a decision which can be made by a hospital or
physician”. This assertion is not true. (P.R. 110.03: Juveniles Suspected of Being Abused or Neglected:

" Attachment C, Exhibit 7, (0002654) indicates that even if DSS decides to grant the discharge of a child
back to the custody of a parent, the Hospital is authorized to retain custody of any child suspected of
abuse under a standing Judicial Administrative Order and NCGS 78-308, and convey that decision to DSS
and the parents regardless of agreement or consensus. ‘

The decision to either retain custody of the child by LHS or ensure the child is put into some type of
emergency custody ensures a proper investigation is done by DSS since it requires court action before
placement back to the family. This would seemingly ensure a safe placement for the child since he has
been in the custody of his paternal grandparents for years and there has not been any type of mdncatnon
of trauma since that time.

OUTCOME

By discharging Owen back into the custody of his parents, after all standards of suspected abuse were
established under LCH policy and by the actions of LCH staff, LCH violated both its duty to Owen and the
standard of care. In doing so LCH failed to take actions which would or could have averted subject
exposure to and possibilities for ongoing child abuse. Owens subsequent readmission less than 6 weeks
later and the devastating injuries he has now sustained by virtue of child abuse are present day facts
which all policies violated by LCH outlined above are designed to prevent. It is my opinion that the
negligent actions or failure to act in contravention of clear suspicions of abuse and policy requirements
caused and/or contributed to the injuries of Owen Carduff in January 2010.

I wish to reserve the right to modify, correct or amend any findings listed above upon receipt of further
information, facts discovered or documents not yet reviewed related to this case.

(/ J.KEWINMOORE
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J. KEVIN MOORE, M.H.A., J.D.

10110 Strome Ave., Suite 301, Raleigh, N.C. 27617 e Office TellFax: 918-294-6681 ¢ Cel! i ENENTN
kevin.moore@hhmconsulting.com

EXECUTIVE SUMMARY

Health care executive with 25 years experience managing university teaching and research hospitals and clinics,
including Duke Univ., Univ. Of Minn., and Carolinas Health Care System. Consultant advising medical device,
pharmaceutical and other health care companies on business models and strategic initiatives, while serving as faculty
in medical/legal disciplines. Strong practical and academic experience with M.H.A. and J.D. providing experience
and skills for management of complex medical, business and legal issues within a cross-functional environment.
Served as Director of Guidant Corporation, on.Compliance and Audit Committees, a medical and cardiovascular
device company, for 11 years until its acquisition by Boston Scientific.

PROFESSIONAL & BUSINESS EXPERIENCE

¢ HHM Consulting Group: President. Raleigh, North Carolina. 2005 — Present

Healthcare consultant and management adviser to academic medical centers, physician practices, health
systems, medical clinics and hospitals; medical device and pharmaceutical companies; law firms and medical
justice services. Experience includes negotiation and authorship of purchase contracts and agreements;
construction and interpretation of medical staff bylaws, hospital policies and procedures, regulatory and
accreditation requirements and professional compliance; negotiation of contracts for physician services and
concierge medicine; evaluation of ciinic system and patient flow, assessment of malpractice /legal risk; and

" review and evaluation of continuing medical and legal education. Clients include: start-ups, law firms, health care
insurance companies, health systems, start-ups, international health travel companies, and the Institute for
Public Health at UNC. Served as contract COO to American Housecall Physicians, Inc. 2006- 2007. Currently
teaching health law and ethics requirements for N.C. Board of Examiners licensure in Long Term Care.

o Arbor Group LLC: Vice President. Carrboro, North Carolina. 2003 — 2005

Consulting and strategic planning to biotech and pharmaceutical start-ups, executive medicine companies,’
governmental and private partnerships. Licensing and acquisition opportunity evaluation; due diligence; interim
management; university and government relations; and venture capital solicitations and fundraising strategies.
Prepared health care agenda for North Carolina Institute for Emerging Issues Health Care Leadership Forum
2005. Corporate Audit Committee Preceptor, National Association of Corporate Directors.

e Advanced Medical Productions: Vice President for Strategic Planning and Business Development.
Chapel Hill, North Carolina. 2001 — 2003.

Served as Senior Business Development officer in this media development company spec;ializing in medical
education, healthcare documentaries and educational programs with national broadcasts on Discovery Channel,
The Learning Channel and Discovery Health. Broadcast programs include “The Operation” and “Hospital.”

« Carolinas Medical Center: Senior Vice President and Chief Operating Officer. Charlotte, North Carolina.
1997 - 2001

Chief Operating Officer and Senior Administrator for Carolinas Medical Center (CMC), the 777-bed level one
traumia center, teaching and referral hospital in Carolinas Health Care System. Direct reports included 8 VPs
and administrators including OR, Pharmacy, Emergency Department, Nursing Services, Heart Center,
Anesthesiology, Neurosurgery, Clinical Labs and Pathology. Total scope of operations included more than 5,000
employees and four facilities. Selected accomplishments include: consolidation of formulary and pharmacy
administration at 4 hospitals in Charlotte; CMC 2000 JCAHO accreditation awarded with distinction; centralized
dietary services in 7 hospitals in private joint venture achieving $1.9 MM savings in year 1; exceeded financial

- targets and goals in 4 successive years with increases in clinical volumes, reimbursement margins and market
share.

e Guidant Corporation; Board of Directors. Indianapolis, indiana. 1995- 2006 -

Served as Director for Guidant Corporation for 11 years including member of Audit, Finance and Compliance
Committees for this Fortune 500 medical and cardiovascular device company. Acquired by Boston Scientific in
2006 for over $27 billion. Review and understanding of new technology, emerging companies, supply chain
requisites, reimbursement strategies, patent and IP protection and competitive medical solutions in medical
device industry required. .
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Duke University Medical Center (DUMC). Durham, North Carolina. 1984 — 1997

Associate Chief Operating Officer, Duke Hospitgl. 1993 — 1997, responsible for Departments and Services,
including Pharmacy, Radiology, Life Flight Air Ambulance, Emergency Department, Clinical Laboratories,

. Community and Family Medicine, at this 890-bed teaching and referral hospital. Responsible for design,

construction and operations of Duke Ambulatory Surgery Center.

Assistant Director.'1990-1993 Surgical Private Diagnostic Clinic with over 300 physicians and 500,000 annual
visits.;

Director Management Services, 1984-1990 for Medical Center Administration, responsible for Risk Management,
Grants and Contracts, Research and Laboratory Administration, Environmental Safety, Malpractice Claims
Analysis and Hyperbaric Medicine. :

Robbins, Zelle, Larson & Kaplan Law Firm: Associate/Law Clerk. Minneapolis, Minnesota. 1983 — 1984

Performed legal research and case analysis for corporate clients for this 400-'person law firm with 8 US and 3
international offices, specializing in insurance subrogation defense, corporate law, personal injury claims, and
trusts and estates.

University of Minnesota Hospitals and Clinics: Assistant Director. Minheapolis, Minnesota. 1980 — 1983
Responsible for 300 bed inpatient med/surg units and ancillary operations in this 720-bed teaching hospital.

Chief Planning Officer for new inpatient replacement facility. Recruited to competitive fellowship in premier
teaching and research health system in the birthplace of Managed Care Organizations.

EDUCATION

University of Minnesota, School of Law, Minneapolis, MN. Juris Doctor (J.D.), 1984.

Duke University, Graduate School of Health Administration, Durham, NC. Masters of Health Administration
(M.H.A), 1979.

Duke University, Trinity College of Arts and Sciences, Durham, NC. Bachelor of Science (B.S.), 1976.

TEACHING

University of North Carolina School of Public Health: Clinical Lecturer. Chapel Hill, North Carolina.
2002 ~ 2006. .

Lecturer on legal and ethical issues in Long Term Care, medical 'products, patent protection, technology
procurement and applications, conflict of interest rules and prohibited transactions in hospital/physician relations.
Specific focus on Federal rules and regulations, reimbursement approval, and Group Purchasing Organizations
(GPOs). Graduate students learn hospital operations, govering rules and regulations, and ethical issues facing
health care in today’s competitive market and heavily regulated environment.

Wake Forest School of Law, Continuing Legal Education: Lecturer. Winston-Salem, North Carolina.
1998 - 2002. ‘

Lecturer, panelist and speaker on end-of-life and patient care issues including advanced directives, living wills,
“do not resuscitate” orders, right to refuse treatment orders, AMA discharges, confidentiality and durable power
of attorney.

Graduate School of Health Administration/Fuqua School of Business, Duke University: Adjunct
Associate Professor. Durham, North Carolina. 1990 - 1998.

Chief lecturer on health law, risk management, federal healthcare regulation and reimbursement. State
Certificate of Need Laws, Health Planning Agencies, applications for new or expanded clinical service programs.
Hospital policies, procedures and accreditation.

North Central Legal Assistance Program: Volunteer Attorney. Durham, North Carolina. 1989 - 1998.
Pro bono attorney and senior counsel to Durham and Person County, a publicly funded legal assistance

program. Senior Counsel before the North Carolina State Supreme Court on behalf of NC Legal Services
clients in Stachlowski v. Stach, NC Sup Ct (1991).
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PROFESSIONAL ACTIVITIES AND PUBLIC SERVICE

National Association of Corporate Directors: Member, 2004 — Present.

Panelist on Audit and Governance (May 2005) Speaker on Mergers and Acquisitions (Oct 2006).

Society for Innovative Medical Practice Design. 2006 to 2009.

Public School Foundation Board, Chapel Hifl-Carrboro City Schools. 2004 — Present.

Duke University Nasher Museum of Art, Board of Directors. 2004 — 2009.

Guidant Corporation, Board of Directors: Audit, Finance and Compliance Committees. 1995 — 2006.
Duke University, Fuqua School, Global Capital Markets, Directors Institute. 2004.

Harvard School of Public Health, Graduate: Hospital Trustees Certification Program. 1980

Arts and Science Council of Charlotte, NC: Board of Directors, Executive Committee. 1897 — 2000.
American Red Cross, Charlotte, NC and Durham, NC: Board of Directors. 1987 — 1999.

MEDIC, Mecklenburg County Emergency Medical Services, Charlotte, NC: Board of Directors. 1997 — 2000.
Durham Arts Council, Durham, NC: Chairman of the Board, Finance Committee, Director. 1989 — 1997.
North Central Legal Aid Program, Durham, NC: Volunteer Attorney and Senior Counsel. 1989 - 1997.
Duke University, Durham, NC: Board of Trustees : 1976 — 1980.

North Carolina Bar Association: Member. 1985 — Present.

PROFESSIONAL MEMBERSHIPS (Past and Present)

American_Hospital Association

American College of Health Care Executives
American Academy of Hospital Attorneys

North Carolina Bar Association

Medical Group Managers Association
American Bar Association: Health Law Section
National Association of Corporate Directors
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Provision.of Care, Treatment, and Services

Standard PC.2.150 m

Patients are reassessed* as needed.
\
J Rationale for PC.2.150°
Each patient may be reassessed for many reasons including the fol]owmg
al @ To evaluate his or her response'to care, treatment, and services
@ To respond to a significant change in status and/or diagnosis or condition
. © To satisfy legal or regulatory requirements
s2-5): ¢ Tomeet timeintervals specified by the hospital
¥nno ® To meettime intervals determined by:the course of the care, treatment, and ser-
: vices for the patient
wours of Elemént of Performance for PC.2.150.
€ @ 1. Each patientis reassessed asneeded,
or condi-
$mission Additional Standard for Victims of Abuse
, Standard PC.3.10
needs or Patients whio may be victims o abuseor. néglect are-assessed. (See standard
ient R12.150.)
ast meet Rationale for PC.3.10. -
: Victims of abuse.or neglect may come to a hospital in a vanety of ways. The patient
p may be unable or may be reluctant to speak of the abuse, and it may not be obvi-
days ous to the casual observer. Staff needs t be able to identify abuse or neglect as
well as the extent and circumstances of the abuse or neglect o give the patient
recorded appropriate care.

Criteria foridentifying and-assessing victims of abuse, neglect; or exploitation
should be used throughout the ‘hospital. The assessinent of the patient must be con-
ducted within the context of the requirements of the law to preserve evidentiary
materials and support future legal actions.

“Elements of Performance for PC.3.10-

A 1. 'The hospital dévelops or adopts criterial for identifying victims in each
«of the following situations:

Physical-assault

.Rape

Sexual molestation

Domestic abuse

Elder neglect or abuse

Child neglect or abuse

ooséoﬁa

S 'me scope and mtensty of: anv further assessments ar¢' based on the pauent's dzagnosas. the setting; the
patigrit's desire lor care, treatment, and services: and the patients respanse to any previous care, treatment,
and services.

"The Family. Violence Prevention Fund Is one resource that can be contacted for further Snformauon at
hitp:/Awwwivpi.org.
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2006 Hospital Accreditation Standards

8 2. Appropriate staff* is educated about abuse or neglect and Hiow to refer
as appropriate. )

A 3. Alist of private-and public community agencies that provide or arrange
for assessment and care of abuse victims is maintained to facilitate
appropriate referrals.:

B 4. Victims'of abuse or.neglect are identified using thé criteria developed
or adopted by the hospital at éntry into the system and on an ongoing
basis.

B 5. The hospital’s staff refers-appropriately or conducts the assessment of
victims of abuse or neglect.

A 8. All casés of possible abuse or neglect are reported to appropriate agen-.
cies accordifig to hospital policy and law and regulation.

A 7. All casesof possible abuse or neglect are immediately reported in the
hospital. ' ,

Standards PC.3.20 Through PC.3.110

Not applicable :

Additional Standard for Patients Being Treated for Addictions -
Obtaining and interpreting information about substance abuse, dependence, or
other addictive behaviors is necessary to develop treatnent plans. By gathering the
data and information on the items listed in the standards, the clinician can assess
the relationship of the physical state of each ‘patient to the dependence; assess the
nature of the patient’s compulsion to use alcohol; drugs, or other addictive behav-
iors; assess the intensity of the pauents mental preoccupation with alcohol, drugs,
or'other addictive behaviors suchr as gambling; and distinguish-between alcohol:
related symptoms, drug-related symptoms, and symptoms of other addictive behav-
iors and other preexisting physical problems or pathologic behavxoxs

Standard PC.3.120 &= ’ : y
The needs of patients receiving psychosocial services to treat alcohohsm or other’
substance use disorders are assessed.

Elements of Performance for PC.3.120
A 1. The content of the assessment and reassessment of patients receiving
psychosocial services to treat alcoholism includes at least the following:
@ The patient’s history of alcohol, nicotine, and other druguse, including:
age of onset, duration, intensity, patterns of use (for example, 10ss.of
control over amounts or frequencies of consumption, inability to con-
Zistently abstain from use, relapse), and consequences of use.

* Staff should be able to screen for abuseand neglect as indicated by the patients needs or condifions. The
prgarization may define who conducts the full assessmient for slleged or suspected abuse or.neglect or referto
another organization.
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Provision of Care, Treatment, énd Services

Diagnostic Services

Standard:PC.3.230
Diagnostic testing* necessaxy for determmxng the pahents health care needs is
performed.

= Elements of- Performance forPC.3.230
"€ @ 1. Diagnostictesting and procedures are performed as ordered.

€t @ 2 Dxagnostxc testing and procedures.are performed.in a timely mannet as
definied by the hospital.

L9 @ 3. When atest report requires clinical interpretation, relevant mformahon
is’ prowded with the request.

Planning Care, Treatment, and Services

Planning includes:creating an initial plan for care, treatment, and sefvices appropri-
ate to the patient’s specific assessed needs, and then revising or maintaining the
plan based on the patient's response. Planning for care, treatrent, and services is
individualized to meet the patient’s umque needs and circumstances. Performed

by qualified individuals, ‘planning for care, treatment, and services involves using
an mterdxscxphnary approach when warranted and involving the patient to the
extent possible.

The plan may be modified or terminated based on reassessmenit; the patient’s need
for further care, treatment, and services; or the achievement of plan of care goals.
This modification may result in planning for the patient’s transfer to another setting-
or service or discharge from the hospital.

Standard PC.4.10
Development of a plan for care, treatment, and services i$ individualized and
appropriate to the patient’s needs, strengths; limitations, and goals.

Rationale for PC.4.10

Planning care, treatment, and services is not limited to developing a wntten plan.
Rather, planning is a dynamic process that addresses the execution of care, treat-
ment, and services. The plan for care, treatment, and services must be consistently
re-evaluated to ensure that the'patient’s needs are met. Planning for care, treatment,
and services includes th' following:

® Integrating assessment findings in'the care-planning process

M Diagnosdcmung includes laboratory, radiologic, electrodiagnostic, and other functional tests and i imaging
technologies.
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2006 Hospital Accreditation Standards

Inten

e Developing a plan for care, treatment, and services that includes patient care ® Interw
goals that are reasonable and measurable & Educa
@ Regularly reviewing-and revising the plan for care, treatment, and services © Promc
@ Determining how the planned care, treatment, and services will be provided © Provid
. Documenting the plan for care, treatment, and services ‘ toms {
@ Monitoring the effectiveness of care planning and thie provision of care; tréatment, of prac
-and-services @ Meetn‘
e Involving patients and/or familiés in care plarining ° Helpm
o activiti
Elements of Performance for PC.4.10 ambui
B. 1. Care, treatment, and services are planned to erisure that they are indi- ® Rehab
vidualized to the patient’s nieeds, taln!{!ﬁ
; : A : @ Coordi
B 2: Development ofa plan for care, treatment, and services is based.on ® Optinr
the data from assessments. o Involvi
3. Notapplicable. Al interw
4. Notapplicable ‘choices; t
i sonalhea
5. Notapplicable process,
B 6. Patient needs, goals, time frames, seitings, and services required to The. actf\ri
meet the patient needs and/or goals determine the plan for care, treat- ety of ‘stat
ment, and services. care, ‘tfe,al
7. Through 11. Net.applicable registra;ic
¢ @ 12. Evaluation of the patient is based on the patient care goals and the ‘
patient’s plan for care, treatment, and services. Standar
€ @ 13 The goals of care, treatment, and services are revised when necessary The hospi
. , N , the plamh
B 14, Plans for care, treatment, and services are revised when necessary. o
15. Notapplicable Element
- L.
, w\£ 16; Not applicable AD
W 8. 17. The plan for care, treatment, and services considers strategiesto limit - 2_
the use of restraints orseclusion as appropriate.
3
Providing Care, Treatment, and Services
X Carmg for patients involves pxovxdmg individualized, planned, and appropriate
interventions in-setfings responsive to specific individual needs. “Care” includes
care, treatment, services, rehabilitation, habmtatmn, or another intérvention pro-
vided to'the patient by the hospital.
The goal of providing effective care, treatment, and services is met when the follow- -
\ ingare performed well: Standar
P Not applic
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Provision of Care, Treatment, and Services

Educating the- patient .
Promoting health and providing appropriate preventive care
Providing supportive care; treating a disease or condition, and/or treating symp-

toms (such as pain, nausea, or dyspnea) using dccepted professional standards
of practice

Meeting the patient’s nourishment needs, if appropriate tothe Sefting

& Helping patients with appropriate restorative services, including assistance with
activities of daily living, such as eating, dressing, grooming, bathing, oral hygiene,
ambulation, and toilet activities. '

© Rehabilitating physical, communicative, or psychosocial impaifiient or main-
taining the patients level of functioning

Coordinating the care, treatment, and services provided to a patient

® Optimizing comfort and dignity during end-ofdife care

® Involving families as indicated and acceptable'to the patient.

Intervening in a collaborative manner (in light of assessed patiént needs)

® 0 0 0

All interventions should respect and encourage the patient’s ability to make
choices, to.develop and maintain a sense of achiévement about attaining their per-
sonal health goals, and to choose to continue or modify participation in the care
process.

'

The activities comprising care, treatment, and services may be performed by avari-
ety of staff whose roles and responsibilities are determined by the component of
care, treatment, and service being provided; relevant licensure; law and regulation;
registration; certification; scope of practice; job description: or privileges:

;

Standard PC.5.10

The hospital provides care, treatment, and services for each patient according to
the plan for care, treatment, and services.

Elements of Peiformance for PC.5.10 .
A @ 1. Thehospital provides care, treatment, and services for each patient
according to the plan for care, treatment, and services.
2. Not applicable
3. Notapplicable

4. Use atleast two patient identifiers (neither to be the patient’s room
number) whenever administering medications or blood products; tak-
ing blood samples and other specimens for clinical testing, or providing
any other treatments er procedures.

Note: The preceding requirement is not scored here. It is scored at
-National Fatient Safety Goal 1, Requirement 1A.

/
Standard PC.5.20
Not applicable
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2006 Hospital Accreditation Standards

Standard PC.5.30 =
‘Not applicable :

Standard PC.5.40 =
Not applicable.

Standard PC.5.50 I—— :
Care, treatment, and services are provided in an interdisciplinary, collaborative
manner, ' :

Rationale for PC.5.50 Educ:
A collaborative, interdisciplinary approach to meeting the patient’s needs and goals
helps to-coordinate care, treatment, and sefvices and achieve optimal outcomes. R ~
Thie mix of disciplines involved-and the intensity of the collaboration will-vary as ‘ .Stand,a
appropriate to each patient and the scopé of services provided by the hospital (see The path
standards MS.2.10 and MS.2.20). An interdisciplinary approach should not be inter- appropn
preted as a requireitient foran interdisciplinary care plan.or the signing of other .
individual's notes. While an interdisciplinary care plan may be one method of Ration:
aceomplishing this goal, itis not required. ; Patients.
sibility fc
priaté, i
healthy 1
service t

Element of Performance for. PC.5.50. )
B 1. Care, treatment, and services are provided inén interdisciplinary, col-
laborative imahné 4s appropriate tothe needs of the patiént 4nd'the
hospital’s scope of services. il o
. ¢ Elemer
B 1

c® 2

Standard PC.5.60 ==

The hospital coordinates the care, treatment, and services provided to a patient as
part of the plan for care, treatment, and services and consistéiit with the hospital’s
scope of care, treatment, and services.

Rationale for PC.5.60

Throughout the provision of care, treatment, and services, patients should be
matched with appropriate internal.and external resources to méet theirongoing
needs in a timely manner.-Care, treatment, and services should be coerdinated
between providers and between seftings; independent of whether they are pro-
vided directly or through written agreement.

Elemenits of Performance for PC5.60

B 1. 'The hospital coordinates the care, treatment, and services provided
through internal resources to a patient.

B 2. When external resources are needed, the hospital participates in coor-
dinating care, treatment, and services with these resources.
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Provision of Care, Treatment, and Services

3. Thehospital has a process to receive or share relevant patient informa-
tion to'facilitate appropriate coordination-and continuity when patients
are referred to other care, treatment, and service providers.

There is a process to resolve duplication or conflict with either internal or
external resources.

The actwmes detailed-in-the plan of care; treatment, and services is
designedto occurin a time frame that méd

Education

Standard PC.6.10
The patient receives education and trammg specific to the patients needs and.as
-appropriate to the care, treatment, and services provided.

Rationale for PC.6.10

Patients must:be given sufficient information to make decisions ard to take respon-
sibility for selfmanagement activities related totheir needs: Patients and, as-appro-
priate, their families are educated to improve individual outcomes by promoting
healthy behavior and appropriately involving patients in their care, tréatment, and
service decisions.

Elements of Performance for PC.6.10 »
8 1.. Education provided is appropriate to the patient’s needs.

€ @ 2. Theassessment of learning needs addresses cultural and religious
beliefs, emotional barriers, desireand motivation to learn, physxcal or
cognitive limitations, and barriers to communication as appropriate.

As appropriate to the patient’s condition and assessed needs and the
hospital’s scope.of services, the patient is educated about the following:
© The plan for care, treatment, and services
Basic health practices and safety
Thesafe and éffective use of medications
Nutrition interventions, modified diets, or oral heaith
Safe and effective use of medical equipmerit or supplies when pro-
vided by the hospital
Understanding pain, the risk for pain, the importance of effective
pam imanagement, the pain assessment process, and methods- for
pain management
Habilitation or rehabilitation techniques to help them reach the max-
imum independence possible
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CAROLINAS HEALTHCARE SYSTEM

Category: Patient Rights

Policy: Abuse
Number: PR 110.03 ' .
Date of Issue; 08/91 ) Reviewed / Revised: 05/11

AJ UVENILES SUSPECTED OF BEING ABUSED OR NEGLECTED

SUMMARY STATEMENT

“This policy statement relates to the issue of awareness, detections and management of children at
risk for abuse or neglect in the inpatient, physician office, and urgent care settings. It provides -
guidance on the procedure that should be followed in cases of suspected abuse or neglect.

DEFINITIONS

A. Juvenile

Any person under 18 years of age who is not emancipated by marriage or court order,ora
member of the armed forces. '

B. Abused Juvenlie

1. A juvenile whose parent, guardian, custodian or caretaker

a. inflicts or allows to be inflicted serious physical injury, which causes or creates 8

substantia! risk of injury, death, disfigurement, impairment of physical health or Joss
or impairment of a functiori of any bodily organ; '

b. uses or allows to be used upon the juvenile cruel or grossly inappropriate procedures
or ctuel or grossly inappropriate devices to modify behavior;

¢c. creates or allows serious emotional damage;
d. commits or permits illegal sexual activity with or by the juvenile; or

e. encourages or approves the juvenile's commission of delinquent acts.

C. Neglected Juvenile

1. A juvenile who:
a. is receiving improper care, supervision, or discipline;
b. has been abandoned; ( See abandoned infant/child policy)

¢. is not provided necessary medical or remedial care;

527311528
Rainay-Carduff v. Carolinas Med. Ctr.
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2,

d. lives in an injurious environment or has been placed iliegally in care or for adoption.
A special needs infant who:
a. is being denied appropriate nutrition, hydration, or medication; or

b. has medically indicated treatment withheld unless, in the treating physician's
judgement, one of several conditions is met.

It is relevant to consider whether the juvenile fives in a home where another juvenile has died
as a result of abuse or neglect or in a home where another juvenile has been subjected to
physical abuse by an adult who regularly lives in the home.

D. Dependent Juveaile

I,

A juvenile who:
a. is in need of assistance or placement because there is no parent, guardian or custodian
responsible for the juvenile's care or supervision; or :

b. has a parent, guardian, or cusiodian, due to physical or mental incapacity and in the
absence of an appropriate alternative child care arrangement, who is unable to

provide for care or supervision.

E. Caretaker

1.

Any person other than a parent, guardian or custodian, or adult member of the juvenile's

blood relative, stepparent, foster parent,

mo D [] GINE al)

2,

or hotis¢ parent, cottage parent, or other person supervising a juvenile in a residential
child care facility; or ‘

Any adult person with the approval of the care provider in a day care facility.

PROCEDURE

A

31

PR 110.03, revised 05/11

Clinical tearn identifies child in whom abuse or neglect is suspected and initiates
suspected child maltreatment inpatient order set followed by discharge order set if

applicable.

Consult CHS Clinical Care Management Social Worker to aid in the assessment process.

CPN/Urgent Cares: page 704-355-4088 pager 1436.

CHS Hospitals: utilize your hospital MSWs during regulat business hours (8:00am -
4:30pm) and page 704-355-4088 pager 1436 for afier hour concemns. Refer to NC Statute
90-21.20 (b) for indications for law enforcement involvement (Attaclhment A).

Complete CHS Suspected Child Abuse and Neglect (SCAN) form available on Care
5273/1528

Ralnsy-Carduff v. Carolinas Med. Ctr.
002637
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Line. Use SCAN admission and discharge order forms for admission to LCH.

4. Document all positive exam findings on SCAN form including completion of diagrams.
If evidentiary photography is requested by outside agency they are responsible for
securing sich photography and maintaining chain of custody. Contact SCAN on call
team or Child Maltreatment Coordinator for assistance with photography documentation

needed for child’s medical management. : :

5. All cases of suspected abuse or neglect should be reported to the Department of Social
Services (DSS) in the County where the child resides. The call to DSS may be initiated
by the staff member identifying the abuse/neglect, the medical social worker or any other
meriiber of the healthcare team involved in the case. Have readily available as much.of:
the following information as possible: ‘

the facts of the case :
the child’s and parents’ home address, telephone numbsers, dates of birth and socia

. security-numbers . .
¢ siblings names, ages and whereabouts

6. If the parent, guardian, cuétodian or caretaker refuses to authorize necessary medical
treatment for the juvenile, refer to administrative policy PR 120. 06 Consent for

. Treatment. \n

7. Consider consult io CMC Pediatrics (CHIPS Team; Children’s Hospital Inpatient
. Service) for assistance with medical management. For patients with evidence of acute,

multi=systen-injury-consult EMC-Frauma-Service:

. Refer to Child Maltreatment Chinical Pracfice Luldelines with medical

management. (Attachment B, B1-3)

9. When medically clearéd, do not discharge child until disposition has been
determined by medical social worker and DSS and the safety plan has been placed

on the chart in writing, if applicable,

B. When a physician determines that a juvenile should remain in the hospital for medical
reasons, or that it is unsafe for the juvenile to return to his or her parent, guardian, or
caretaker, the physician or administrator should first contact the director of the Department
of Social Services (or tepresentative on call) to determine if the Department of Social
Services will take emergency custody and authorize the hospital to retain physical custody of

the juvenile.

In the event the Department of Social Services is unwilling to take custody or cannot be
contacted, the local District Court has authorized the physician or administrator to retain
physical custody of the juvenile whenever the physician determines that (1) the juvenile
should remain for medical treatment or (2) according to his or her medical evaluation, it is
unsafe for the juvenile to return to his parent, guardian, custodian, or caretaker. (See
Administrative Order, Attachment C)

5273/1528
Ralney-Carduff v. Carofinas Med. Gir.
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To retain physical custody under court order, the physician who examines the juvenile must
certify the applicable circumstances in writing on the Cerfification of Necessity for Retention
of Custody, Attachment D. A copy of the written certification must be provided to the
juvenile’s parent, guardian, custodian, ot caretaker and the director of the Department of
Social Services. A copy of the completed certification must be placed in the juvenile's

medical record.

The Administrative Order allows the hospital to keep physical custody of the juvenile for a.
period not to exceed twelve hours from the time and date of the written certification. Before
the twelve hours expire, either the Department of Social Services must have.assumed custody
or the Juvenile Court must issue an additional order permitting continued custedy beyond

twelve hours.

C. Any person making a report of suspected juvenile abtise,_ neglect, or dependency, or who
testifies in a later court proceeding resulting from a reporl, is immune from civil or criminal
liability so long as the person acted in good faith. :

D. Ifit is suspected the juvenile has been the victim of a crime but does not come under the
definition of “abused juvenile” or “neglected juvenile”, the juvenile’s parent, guardian,
custodian, or caretaker and/or law enforcement officials should be notified, Ifa juvenile
seeks freatment for.a sexnally related assault then reporting is based on the juvenile's
consent (NC Statue 90-21.5). See (Attachment E). . ’

E. Any questions concerning this procedure should be directed to the facility administrator or
the Carotinas-HealthCare System office of Risk Management.

REFERENCES

See Attachment A: Involvement of Law Enforcement (NC'Statute 90-21.20 (b)).

See Attachment B:

Child Maltreatment Clinical Practice Guidelines

See Attachment C: Administrative Order Retention of Custody of Juvenile Suspected 1o be Abused

See Attachment D:
See Attachment E:
See Attachment F:

APPROVALS

Certification of Necessity for Retention of Custody : :
Situations in which minors may consent to treatment (NC Statute 90-21.5)
Child Abuse and Neglect Algorithm ,
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Attachment A
INVOLVEMENT OF LAW ENFORCEMENT

Article 1C
Physicians and Hospital Reports

~ §90-21.20. Reporting by physicians and hospitals of wounds, injuries and illnesses,

@®

(b)

Such cases of wounds, injuries o illnesses as are enumerated in subsection shall

Jbe reported as.soon as it becomes practicable before, during or after completiori of

treatment-of a person suffering such wounds, injuries, or illnesses. If such case is .
treated in a hospital, sanitarium or other medical institution or facility, such report

-shall be made by the Director, Administrator, or other person designated by the .

director or Administrator, or if such case is treated elsewhere, such report shall be
made by the physician or surgeon treating the case, to the chief of police or the
police authorities of the city or town of this State in which the hospital or other
institution, or place of treatment is located. 1f such hospital or other institution or
place of treatment is Jocated outside the corporate limits of a city or town, then ‘
the report shall be made by the proper person in the manner set forth above the
sheriff of the respective county or to the one of his deputies. -

Cases of wounds, injuries o ilinesses which shall be reported by physicians, and
hospitals iriclude every case of a bullet wound, gunshot wound, powder burn or

_any otherinjury arising from or caused by, or appearing to arise from or be

caused by, tl’fé‘detharge*ofagurror'ﬁrearm,—everytase-of—Hlness—apparenﬂy
caused by poisoning, every case of a wound or injury caused, or apparently

(0‘1)

caused, by a knife or sharp or pointed instryment if it appears to the physician or
surgeon treating the case thata criminal act was involved, and every case ofa
wound, injury or illness in which there is grave bodily harm or grave iflness if it
appears to the physician or surgeon treating the case that the wound, injury, or
illness resulted from a criminal act of violence.

Bach report made pursuant to subsections (a) and (b) above shall state the name of
the wounded, i1l or injured person, if known, and the age, sex, race, residence or
present location, if known, and the character and extent of his injuries.

In addition to the reporting requirements of subsection (b) of this section, cases
involving recurrent illness or serious physical injury to any child under the age of 18
yedrs where the illness or injury appears, in the physician's professional judgment, to
be the result of non-accidental trauma shal] be reported by the physician as soon as it
becomes practicable before, during, or after completion of treatment. If the case is
treated in a hospital, sanitarium, or other medical institution or facility, the report
shall be made by the Director, Administrator, or other person designated by the
Director or Administrator of the medical institution or facility, or if the case is
treated elsewhere, the report shall be made by the physician or surgeon treating the
case to the chief of police or the police authorities of the city or town in this State in
which the hospital or other institution or place of treatment is located. If the hospital

PR 110.03, revised 05/11 Ralney-Carduft v. Carolinas Mad. Cir.
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or other institution or place of treatment is located outside the corporate limits of &
city or town, then the report shall be made by the proper person in the manner set
forth above to the sheriff of the respective county or to one of the sheriff's deputies.
This reporting requirement is in addition to the duty set forth in G.S. 7B-301 to
report child abuse, neglect, dependence, or the death of any juvenile as the result of
maltreatment to the director of the department of social services in the county where .
the juvenile resides or is found. - : :

@ "Any hospital, sanitarium, o other like institution or Director, Administrator, or

other designated person, or physician or surgeon participating in good faith in the

‘making of & report pursuant o this section shall have immunity from any liability,
civil ot criminal, that might otherwise be incurred or imposed as the result of the
_ making of such report. (1971, c.4; 1977, ¢. 31; c. 843, 8.2.)

5273/1528
Ralney-Carduff v. Carofinas Med. Ctr.
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Attachment B

CHILD MALTREATMENT CLINICAL PRACTICE GUIDELINES

Clinical Practice Guidelines
CHS Inpatient Units and Emergency Department

Evaluation and Management of Suspected Child Abuse or Neglect

1 CHILD PHYSICAL ABUSE

A, Identiﬁcﬁﬁon

Injuries (bruises, burns, fractures; this list is not inclusive) that should be cbnsider‘ed
suspicious for physical abuse:

1. Age 0-6 months: Any iﬁjury.

2.. Age 6 months or older:

a. Bruises, lacerations, or burns to protected, fleshy, or flexor surfaces— for \
example, inner thighs, abdomen, neck, face (other than frontal prominence),
pinna, and genitalia.

Bruises, lacerations, or_ burns showing an object pattern—for example, belt loop,

-2

cigarette burn, and curling iron.

c. rull tnckness ) . -

d. Fractures, especially metaphyseal fractures, complex or wide skull fractures, rib
fractures, stérnal fractures, spinous process fractures or scapula fractures.

e.” Significant head injury, especially subdural hematoma, retinal hemorrhage,
subgaleal hematoma, avulsed hair, complex or wide skull fracture. Head injury
should be considered whenever a child presents with vamiting or altered '
consciousness, or bloody spinal fluid is found on lumbar puncture, but an
infectious process cannot be readily diagnosed.

£ Intraabdominal injury, especially rupture or hematoma of internal organ.

~

Age 0-10 years (or older based on clinical evaluation): Positive urine or blood screen for
alcohol or drugs of abuse. Injuries that are not conststent with history.

B. Essential Aspects - Caretaker History

1.

PR 110,03, revised 05/11

Does the patent/guardian or child give a logical explanation that is consistent with the
age, pattern, and severity of the injury? This should be assessed by clinician familiar

with normal pediatric development.

a. Consider develbpfnental level of child. Is the child capable of the repoﬁed action?
For example—a 6-month-old cannot unbuckle & car seat. :

527311528
Ralney-Carduff v. Carolinas Med. Gtr.
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b. Consider biomechanics of injury. For example--a fall from less than 4 feet rarely
cauges a fracture and almost never causes intracranial hemorrhage; & child who
cannot craw] or walk should not have a bruise, fracture, bumn, or laceration.

C. Evaluation & Treatment

1

Refer to CHS poiicy ‘PR 110.03 for policies regarding reporting of Juveniles
Suspected of Being Abused or Neglected. , -

; Complete physical examination

Complete SCAN form (available on Care Line) and SCAN Admission Order Set.

Age 0-2 years: Non-accidental Trauma (NAT) series should be considered in all
cases (not long bone series or “babygram”). Pediatric radiologist te do official

reading.

Age 2-4 years: NAT series should be considered (not Jong bone series or
“babygram®). Pediatric radiologist to do official reading. -

Nuclear medicine bone scan (or repeat NAT series in 2 weeks) if index of suspicion
for skeletal injury remains high despite negative initial NAT series (for example-- in
cases of Abusive Head Trauma (formerly known as “Shaken Baby Syndrome”).

A screening panel to rule-out bleeding disorder should be considered (refer to SCAN
Admission Order set). ' )

CBC with platelets & peripheral smear

PT/PTT

PFA-100 (platelet function assay)

. Fibrinogen

. Thrombin time

epoTr

Liver enzymes (AST/ALT), amylase, and lipase Jevels should be considered if
abdomina) trauma is suspected or present.

CT sean of head if suspected acute intracranial injury or other injuries that indicate
need to assess for non-accidental injuries; consider MRI scan of head if subacute
(older than 5 to 7 days) or chronic intracranial injury after 2-3 days and patient is

stable.

10. CT scan of abdomen if suspected blunt thoracoabdominal trauma or abdominal

bruising present.

11. Pediatric Ophthalmology consult for thorough fundoscopy in cases of:

a. Suspected intracranial injury;
b. Suspected Abusive Head Trauma (metaphyseal fractures, subdural/subarachnoid

5271528 Page 8 of 23
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hemorrhage, and/or posterior rib fractures).

c. Spital fracture, metaphyseal fracture, or-other injury in child under age 2 -
suggestive of shaking or twisting injury.

d. Fracture in infant under age 6 months or any other highly specific fracture for
abuse under 1 year. C _

IL. CHIL'D SEXUAL ABUSE
A Idenﬁﬁ;atiﬂn :
Findings that should bg considered suspicious for sexual abuse ﬁhis list is not inclusive):
1. Any injufy. 1o the genitalia (especially to the hymen or vestib{xle in girls) or anus. .

2. " Identification of an STD; Chlamydia, gonorrhea, HSV, HPV, HIV, HBV, HCV, .
Trichomonas, syphilis.

3. Positive prcgﬁancy test (especially if <14 y/o).
4. Any history ér staternent or witnessed incident consistent with sexual abuse.

- B. Essential Aspects - Caretaker History

1. Does the parent/guardian or child give 2 logical explanation that is consistent with the
examination findings? For example--in a child under 3 with genital warts, is there a

history of maternal HPV infection during pregnancy or delivery?

C. Evaluatioﬁ & Treatment

1. Refer to CHS policy PR /10.03 Juveniles Suspected of Being Abused or Neglected
for policies regarding reporting. -

2. Complete physical examination

3, Use SCAN form for documentation.

4. Age 0-2years: skeletal sutvey in all cases with visible acute injuries. .

5. Age 2-4 years: skeletal survey- should be poxisidered if visiBle acute injuries.

6. For non-acute sexual abuse allegations in an otherwise healthy child without
continued-access to an alleged perpetrator: afier reporting to the appropriate
investigating agencies, a child may be referred to their primary care provider or Pat’s
Place Child- Advocacy Centet in lieu of receiving a detailed sexual abuse examination

in the Emergency Department.

7. Careful inspection of external genitalia and anus for evidence of trauma, in exam

| 52731628
Rainey-Cardulf v. Carolinas Med. Clr.
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setting with adequate lighting, positioning, and magnification. Never force a child to
be examined.

a. Position child in a supine frog-leg position; adolescent male in supine position for
genitalia and decubitus position for anus exam; adolescent female supine in
heelrests (dorsal lithotomy).

b. In girls, use gentle labial traction technique to visualize vestibule and hymen.
Also inspect labia majora, perineur, inner thighs, and lower abdomen, _—

c. In gitls, position in the prone knee-chest position to confirm suspected abnormal
hymenal or vestibular findings. :

" d. Inboys, careful inspection of penis, scrotum, perineum, inner thighs, lower

abdomen. , '

- e In both sexes, cafeful inspection of anus and perianal area for evidence of trauma. .

‘Use gentle gluteal separation to inspect anal rugae and outer canal.

. Testing for sexually transmitted infection may be obtained if the history suggests the
child had genital/anal/oral contact with the perpetrator’s genitalia, there is evidence
of genital/anal/oral trauma, or if'there is genital/anal discharge: -

« Gonorrhea cultures (Thayer Martin media, NOT DNA PROBES) of: throat; _
vagina (in prepubertal or young teen girls), cervix (in postpubertal girls), or male
urethra, and anus, '

o May consider use of urine PCR (urine NAAT) testing for Gonorrhea or
Chlamydia, but is not considered legal gold standard. Positive urine PCR should

- b&eenﬁr-med-with-cul-mnerObtain“cultureiﬂgivingpmphylaxis-in_prcpubmal
- patients - ‘

PR 110.03, revised 05/11

e Chlamydia culfures (pink virel culfure media, NOT DNA PRUBLS] ol. vagina (inn
prepubertal or young teen girls), cervix (in postpubertal girls) or male urethra, and
anvs.

Note: to cause minimal discomfort while culturing the vagina in prepubertal girls,
the examiner should use labial traction technique to identify the bymenal
introitus. An assistant should gently insert a.mini-tip (urethral-size) Dacron swab
moistened with nonbacteriostatic saline or water through the introitus without
contacting the hymen, and gently swab the distal vagina.

¢ Blood should be dtawn for syphilis and HIV. Evaluate the patient's hepatitis B
immunization status. -
Wet prep of discharge for trichomonas, clue c¢lls, or leukorrhea (>1 OWBC/HPF).
Culture of vesicles orulcers for HSV.

HIV and RPR should be obtained if indicated by history.

. If acute sexual assault (penetrating genital injury and/or contact with perpetrator’s
genitalia within the past 72 hours):

a. A forensic evidence collection kit (SBI rape kit) should be utilized. Contact the
relevant law enforcement agency for retrieval of evidence and maintain
appropriate chain of custody.

5273/1528
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f.

Cultures and blood for STD's should generally not be obtained unless there is an
additional clinical indication (prior abuse or symptoms).

DNA probes may be obtained (see above) as screening. However cultures remain
the gold standard. ' o

Prophylactic antibiotic therapy against gonorrhea and chlamydia infection should
be given if requested by patient or family in case of child sexual assauit.

Consider prophylaxis against trichinosis and pregnancy. Prophylactic therapy
should be administered in cases of adolescent sexual assault. Refer to Centers for
Disease Control or Aimerican Acadery of Pediatrics guidelines for current
recommendations. See Attachment # B-1.

Prophylactic antiretroviral therapy should be offered to the victim and/or family
. whenever contact with potentiglly infectious bodily fluids may have occurred, and

must be offered if the alleged pespetrator is known to be at high risk for HIV

 infection. If the perpetratot is unknown, the decision for therapy should be based

on the local HIV epidemiological rate. Consultation with on-call pediatric
infectious disease physician and SCAN on call physician is recommended. See
Attachments # B-2, - '

Emergency contraception (Plan B) should be offered to all pubertal or
postpubertal female victims. See Attachment #B-3,

" Consult appropriate surgical subspecialist (Gynecology, Pediatric Surgery, or

Pediatric Urology) in cases of sevete anogenital injury.

10, Whenever possible, arrange medical follow-up according to the following schedule:

@

ln—}-il-days—wi‘ﬂrPGP—or—Eatls-PlaceChild-Adwocac)LCenter_for further
examination and photodocumentation of injuries;

b.

In 1 monih, 3 months, and 6 months with PCP, OF appropriate SpeCiatist or

caregiver for follow-up examination and testing for STD's, especially HIV.

11. Discuss and assist with referral for psychological counseling through Victim’s
Assistance, community mental health resources, and/or family’s medical health plan.

Crisis counseling for child and family is often necessary.

II1.CHILD NEGLECT

A. Identification

Growth parameters below expected for age.

1. Lack of medical care for a significant health problem—for example, no medications
for asthma, diabetes; no care of severe dental caries.. 4

2. Lack of normal bonding with parent/guardian.

3. Disregard of one or more basic child care needs—for example, not feeding
infant/child, child found in street, failure to place child in auto safety seat or belt.

PR 110.03, revised 05/11
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Note: A child may have findings suggesting more than one form of abuse ot neglect.

B. Essential Aspects - Caretaker History
1. . Does the parent/guardian give a reasonable explanation that is consistent with the
pattern and severity of the findings suggesting neglect (and can he/she provide

documéntation)? For example—has a child who is small for age been worked up for .
medical or familial causes.of short stature/failure to thrive? A

.G E\-;ali;atit}h & Treatment
- 1. Age 0-2 years: skeletal survey should be consfdered.

2. Nu,éléar medicine bone scan (or repeat skeletal survey in 2 weeks) if iﬁdex of
suspicion for skeletal injury remains high despite negative initial skeletal survey.

3. MRI scan of head if there is a suspicion for subacute or chronic intracranial injury,

4. Complete physical examination, including inspection of genitalia and search for
- dysmorphic features, . _

5. Developmental assessment,

6. Laborétofy evaluation: CBC, electrolytes, glﬁcose, urinalysis, urine C&S. Other labs

_as indicated clinically (e.g.,.lead level)

7 Nurrition ~OHSUltassesament withcatoric quantification if possible:

8. Other consults as indicated clinically.
9. Document child’s caloric.intake, weight gain, and respdnse to hospital staff.

10. Docuiment level of parental involvement and any concerns regarding inéppropriate
parental behaviors, attachment, statements, or level of knowledge regarding the child,

his/her care, or his/her condition.

ATTACHMENTS:

B-1. Presumptive Treatment of STDs in Sexual Assault Victims

B-2. HIV Prophylaxis
B-3. Guidelines for Emergency Contraception

5273/1528
Rainey-Carduff v. Carolinas Msd. Cir.
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Attachment # B-1 .
Presumptive Treatment of STD's in Sexual Assauit Vietims (adapted from CDC Guidelines,

2006) :

Children:  The risk of a child acquiring an STD as & result of sexual abuse or assault has not
been determined. Presumptive treatment for children who have been sexually assaulted or abused
is not recommended becaus: a) the prevalence of most STDs is low following abuse/assault, b)
' pre-puberta! girls appeat to be at lower risk for ascending infection than adolescent or adult A
women, and ¢) regular follow-up of children usually can be ensured, However, some children or -
 their parent(s) or guardian(s) may be concerned about the possibility of infection with an STD,
even if the risk is perceived to be low by the health-care provider. Such concerns may be an '
_ appropriate indication for presumptive treatment in some settings and may be considered after all
specimens for diagnostic tests relevant to the investigation have been collected.

Adolescents: Many specialists recommend routine preventive therapy after a sexual assault
because follow-up of survivors of sexual assault can be difficult and because these persons may
he reassuied if offered treatment or prophylaxis for possible infection. The following '
prophylactic regimen is suggested as preventive therapy. )

« Postexposure hepatitis B-vaccination, without HBIG, should adequately protect against
HBYV. Hepatitis B vaccine should be administered to sexual assault victims at the time of
the initial examnination if they have not been previously vaccinated. Follow-up doses of
vaceine should be administered 1--2 and 4--6 months after the first dose.

o An empiric antimicrobial regimen for chlamydia, gonorrhea, trichomonas, and BV may

be administered.

Recommended Regimen:
Follow 206 CDC guidelines (refer to www.cdc.gov)

NOTE: For patients requiring alternative treatments, see the sections in this report that
specifically address the appropriate agent. The efficacy of these regimens in preventing
gonorrhes, trichomoniasis, BY, and C. trachomatis genitourinary infections after sexual assault
has not been evaluated. Clinicians should counsel patients regarding the possible benefits, as
‘well as the possible toxicity, associated with these treatment regimens; gastrointestinal side
effects can occur with this combination. Providers may also consider anti-etetic medications if
prophylaxis is administered, particularly if emergency contraception is also provided.

Other Management Considerations

At the initial examination and, if indicated, at follow-up examinations, patients should be
counseled regarding the following:

« symptoms of STDs and the need for immediate examination if symptoms occur and
abstinence from sexual intercourse until STD prophylactic treatment is completed.

5273/1528
Ralney-Cardulf v. Carofinas Med. Cr.
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Attachment # B-2

HIV prophylaxis (Nonoccupational Postexposure Prophylaxis = nPEP)

HIV infection has been reported in children whose only known risk factor was sexual abuse.
Serologic testing for HIV infection should be considered for abused children. The decision to

test for HIV infection should be made on a case-by-case basis, depending on the likelihood of
infectior among assailant(s). Data are insufficient concerning the efficacy and safety of
postexposure prophylaxis among both children and adulfs. However, antiretroviral treatment (@
28-day course of highly active antiretroviral therapy —HAART), is well tolerated by infants and-
children with and without HIV infection; in addition, children who receive such treatment have a
minimal tisk for serious adverse reactions because of the short period of time recommended for
prophylaxis. . - B

In those cases in which a child presents to a health-care provider shortly after a sexuel exposure
(i.e., within 72 hours), the assilant(s) are likely to be at risk for HIV infection, and likelihood of
compliance with treatment regimens is high, the potential benefit of treating a sexually abused
child should be weighed against the risk for adverse reactions. If antiretroviral postexposure
prophylaxis is being considered, a professional specializing in HIV-infected children should
be consulted, If treatment is started, then medication should be given for the full 28 day course

of therapy. .

Recommendations for Postexposure Assessment of Children within 72 Hoars of Sexual
Assault ‘

« Review HIV/AIDS local epidemiology and assess risk for HIV infection in the assailant.

« _Fvaluate cireumstances of aseault that may affect risk for HIV transmission.

+ Consult with a specislist in treating HIV-infected children if postexposure prophylaxis is
considered. :

« Ifthe child appesrs to be at risk for HIV transmission from the assault, discuss
postexposure prophylaxis with the caregiver(s), including its toxicity and its unknown
efficacy. ' -

+ If caregivers choose for the child to receive antiretroviral postexposure prophylaxis,

provide enough medication until the return visit at 3--7 days after initial assessment to
reevaluate child and to assess tolerance of medication; dosages should not exceed those

for adults.
« Perform HIV antibody test at original assessment, 6 weeks, 3 months, and 6 months.
Recommendations for Postexposure Assessment of Adelescent and Adult Survivors within 72
lrours of Sexual Assault

« Review HIV/AIDS local epidemiology and assess risk for HIV infection in assailant.
+ Evaluate circumstances of assault that may affect risk for HIV transmission.

« Consult with a specialist in HIV treatment if postexposure prophylaxis is considered.

5273/1528
Rainey-Cardutf v. Carollnas Msd. Ctr,
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o If the survivor appears to be at risk for HIV transmission from the assault, discuss
antiretroviral prophylaxis, including toxicity and unknown efficacy.

« If the survivor chooses to receive antiretroviral postexposure prophylaxns, provide
enough medication to last until the next retum visit; reevaluate survivor 3--7 days after .

initial assessment and assess tolerance of medications.

° Perfonn HIV anubody test at ongmal assessment; repeat at 6 weeks, 3 months, and 6
months . . , ,

Assistance with postexposure prophylaxls decislons can be obtamed by calling the National
HIV Telephone Consultation Service (tek: 800-933-3413)

1. U S. Depamnem of Health and Human Serwces Anhretroviral Poﬁtexposure Prophylaxvs After
Sexual, Injecnon -Drug Use, or Other Nonoccupational Exposure to HIV in the United States, MMWR.
. January 21,2005 /. 54(RR02), -20.

t

5273/1628
Rainey-Cardutf v. Carolinas Med. Gtr.
002650

PR 110.03, revised 05711 Page 15 0f 23

563



Attachment # B-3 Em’érgency Contraception

Plan B is an emergency contraceptive that can be used to prevent pregnancy following
unprotected intercourse. Each Plan B packet includes a single course of treatment and consists of

two tablets; each tablet-contains 0.75 mg levonorgestrel. ~

To obtain optimal efficacy, the first tablet should be taken as soon as possible within 72 houts of
intercourse, The second tablet must be taken 12 hours later. ' :

Taken within 72 hours of unprotected intei-eour'se,'qun B can, when used correctly, reduce the
risk of pregnancy by.89 percent afier a single.act of unprotected sex. Effectiveness declinesas- -

the interval between intercourse and the start of treatment increases

Wheri used as directed, Plan B is safe for most women. There have been no serious

complications associated with Plan B. Common side effects include nausea, abdominal pain,
fatigue, headache, and menstrual changes. Women who are pregnant, have undiagnosed vaginal -
bleeding, or have an allergy to the product should not use Plan B. Plan B cannot terminate an

established pregnancy, -

Use of Yuzpe Regimen using other oral contraceptives is acceptable Emergency Contraception if .
plan B is not available. o ' :

Patient should be advised to obtain pregnancy test if no vaginal bleeding in 28 days after
completing Emergency Contraception. -

5273/1528
Rainey-Carduff v. Garollnas Med. Ctr.
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Nggze

NORTH CAROLINA AND SOUTH CAROLINA DSS AGENCIES

You must call the Department of Social Services in the county that the child is a permanent
resident of. Numbers for each county are listed below,

COUNTY PHONE. ADDRESS
Anson (704) 694-9351 118 N. Washington St
CPS Intgke Wadesboro, NC 28170
) ) 700 East Parker Rd,
Burke (828) 439-2003 ‘Morganion, NC 28680
- . o 1A 1303 S. Cannon Bivd.
Cabt_arrus (704)-920-1400 Kannapolis, NC 28083
S . 1966-H Morganton Blvd, SW
Caldwell (828) 42?-8.200 Lenoir, NC 28645
Catawba (828) 324-9111 | 3030 Eleventh AV}:.CDr., S.E. Hickd
. (803) 377-8131 115 Reedy Street
Chester ex1, 0 Chester, SC 29706
' (843) 623-2147 201 N. Page Street
Chesterfield ext, | Chesterfield, SC 29709
Gast n (704) 8627500 330 N, Marietta Street Gastonia,
0 ext. 1 NC 28052
PO Box ] 146 Statesville, NC
Iredell {704) 873-5631 . . 28687
1837 Pageland Highway
Lancaster (803) 286-6914 Human Services Complex
Lancastet, SC 29721
. . PO Box 130, Lincolnton, NC
Lincoln _ (704) 732-0738 ; 28093
i Wallace H. Kuralt Centre, 301
Mecklenburg {704) 336-3150 Billingsley Rd, Charlotte, NC
28211
. 125 Caroline St., Rockingham,
R@mond (910) 997-8415 NC 28379
1236 West Innes Street,
Rowan (704) 638-3175 Sallsbur, NG 28144
1000 North First Street, Suite 2,
Stanly (704) 962-6100 Albemarie, NC 28001
. 1212 West Roosevelt Bivd.
Union (704) 296-4300 Motiroe, NC 28111
(803) 684-2315 P OBox 261
York York, SC 29745

Dial 0 and ask for CPS Intake

PR 110.03, revised 0571}
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North Carolina and South Carolina Law Enforcement Agencies

150 Government Dr
Morganton, North Carolina 28655
(628)438-5500

Cabarrus Gounty

Sherlffs Office

25 Corban Ave SE

Concord, North Carclina 28025
(704) 820-3000

700, John Howell Memorial Dr,
Lincolnton, North Carolina 28092
(704)732-8050

Meckienburg County
Sheriffs Office '
700 E 4th St
Charlotte, North Carolina 28202
{704)338-2543 -

Anson County iredell County Union County
Sheriffs Office Sheriff's Office Sheriff's Office
119 N Washington St PO Box 287 3344 Presson Rd A
Wadesboro, North Carolina 28170 Statesville, North Carolina 28687 Monroe, North Carolina 28112

] (704)694-4188 . ‘ {704)878-3180 o . )
Burke County Lincoln County Stanly County
Steriffs Office Sheriffs Office Sheriff's Office

201 8; Second Street .
Albemarle, North Carolina 28001
(704) 283-3844

Union-County-

Sheriff's Office

3344 Presson Road

Monroe, North.Carolina 28607
{704) 283-3844

100 Justice Place
Shelby, North Carofina 28150

Wentworth, North Caroline 27375

Caldwell County OR Charlotte Mecklenburg Pollce Watauge County
Sheriff's Offica Depatiment = - ‘Sherlff's Office
2351 Morgantown Blvd. SW 704-353-1000 or 911 330 Queen St
1.enoir, North Carolina 28645 ‘ Boone, North Carolina 28607
(828) 758-2324 : ‘ :
Catawba County Richmond County
_Sheriffs Office Sheriffs Office
- 100 B Southwest Blvd #1 Court St South Carolina Agencies
i arolina 28378 : )
(828) 484-5241 (910)997-8283 . P.O. Box 727
Chester, SC 28706-0727
Cleveland County Rockingham County '
Sherlffs Office Sheriffs Office (803) 581-5131
1088 NC 65

Chesterfield County

(704)484-4888 (336)634-3232 Courthouse, 200 W. Main St
Chesterfield, SC 29709
Gaston Coun Rowan County '
Sheriffs Pl Sheriffs Offce (843) 628-2101
PO Box 1578 N
Gastonla, North Caroling 28054 Salisbury, North Carolina 28144 éag“gg;es&w'.‘ty
(704)865-3160 (704)636-1011 Lancaster, SC 26721-0908
Guilford County Rutherford County (803) 283-4186
Sheriff's Office Sheriff's Office York County
400 W Washington St 198 N Washington St 1675:2A York Highway
Greensboro, North Carolina 27401 Rutherfordton, North Carolina 28139 York SC 29745
(336) 641-3690 (803) 626-3059
5273/1528 )
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Attachment C
PR 110.03, Juveniles Suspected of Being Abused or Neglected

AR (iTB  FrowDICTIKT CRAT ekt VT B = A ¥ Ty T
STATE OF NORTH CAROLINA ~ IN THE QENERAL COURT OF JUSTICE
COUNTY OF MECKLENBURG ., DISTRICT COURT DMISION

ADMINISTRATIVE o‘aﬁ’éa'

RE‘I‘ENTION OF GUS‘I‘UDY OF JUUEMLS GUSPE¢TED
: TU aa ABUSED PURSUANT TO NCGS sm

a _'__.......p—-——#"!'—“'_

Mﬁbmwmmsmuwmmmcwna
Center, P WM“MWWH%:’M

‘mnmmnmn,mmaaammummmmmm
noltly the parent. gusndian, mamw&mwlcandhmmofme
mmmmmamm

m-mﬁmmuummmmmmdwmmmwm

mammmwmmrammmw
mwmmmmm g Cerifiegtion form on ive revarse
mdmmmawuummmmmdmm

A o!quumlno iaan's Canification must ba given o the juveniie's pankm.
: W an, custodian Of - the Department of Social Senices; and the Chis? Oisinet

quomoe.d"mmmmm Noxth Carofine 26202), fo plzcement in
ﬂnmh’swm
Amammmwmmmmummmmmm
w .

gach hospital sheS meintsin @ Me containing copies of a1 Examining Physician's
c.mmmwmwmm«mmnm

‘Tris Order repiaces the Latier of Authorization issued Ociobar 5. 1983, by then Chief Orstnc
Count Judge James E. Lanning.

mntte_| B day ot October, 2000, "y ~
| | ~ ;"W‘?/é‘ﬂ@r

Wilkam Q 52731528
Chief Distrit Court Judge Ralney-Cardulf v, Carolinas Med. Gir.
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Ta‘“ ' mmi i"'] .

Jetgagul  L1BR seee~BI ETRICT Q3URT J0ER 1318114

EXAMINING PHYSICIAN'S CERTIFICATION

Nams of Juvenlls: _ Date of Birth:
Address: __

‘Name of ﬁm.émrd-!m Custodlan or Caretaker:

mmm'mmmmnmmu&mm“gmwmmm
mmwnmm e =
0 shoudromainin_____ L __ (naime
" of tacilty) for medical iresbment
OR

Q R‘Wmmb‘mmwm-wt—gmrwﬁ,

The basis for il dotarmrination is:

Examining Physicien

The juvenils's parent, gumﬁnn mmormmerwaagivmmmhdeomown

¢artification at

a.mJp.m. on

. (cas)

DSS was notiffed of the exocution of this ceriificate &l
@) —

An exatuted capy of this cartificate wap melled to tha Chlef District Count Judge at 700 E. 4™
Street, Sults 3304, Chardotte, NC 28202 on

a.mfp.m. on

{oxe) §273/1528
Rainey-Carduff V. Carolinas Mad. Cir.
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Attachment D
PR 110.03, Juveniles Suspected of Being Abused or Neglected

CERTIFICATION OF NECESSITY FOR RETENTION OF CUSTODY

Name of Juvenile: ' - ' ) 4 Age:

Addfess of Juvenile:

Name of Patent, Guarding, or Custodian:

Address:

The undersigned physician has exafnined this juvenile and that examination reveals the following injuries / -
illness. ‘ o

Based on the foregoing and addHm‘ﬁﬁctmrourbeiow;th&undersigned-physieian—hereby—eerti-ﬁes{-ha.t:

This juvenile should remain _ :
Q in (name of facility)

for medical treatment.

0O  Inmy medical evaluation, it is unsafe for the juvenile to return fo his parent, guardian, custodian, ot

caretaker.
S

Additional reasons (if any) for retention of custody:

Date:

Time: ‘ . Signature:
g
3

| £
Carolinas HealthCare System F orar
528
CERTIFICATION OF NECESSITY FOR § Rainey-Carduff v%amlluas Med. Gtr.
RETENTION OF CUSTODY g 002656

Q
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Attachment E

CHAPTER 90. MEDICINE AND ALLIED OCCUPATIONS
ARTICLE 1A. TREATMENT OF MINORS
PART 1. GENERAL PROVISIONS

Ga to the North Carolina Code Archive Directory
N.C. Gen. Stat. § 90-21.5 (2010)

§90-21.5. Minor's consent sufficient for certain medical health services

(a) Any minor may give effective consent to a physician licensed to practice medicine in North. -
Carolina for medical bealth services for the prevention, diagnosis and treatment of (i) venereal
disease and other diseases reportable under G.S. 130A-135, (ii) pregnancy, (iii) abuse of
controlled substances ot alcohol, and (iv) emotional disturbance. This section does not authorize
the inducing of an abortion, performance of a sterilization operation, or admission to a 24-hour
facility licensed under Article 2 of Chapter 122C of the General Statutes except as provided in
@.S. 122C-223, This section does not prohibit the admission of a minor to a treatment facility
upon his own written application in an emergency situation as authorized by G.S. 122C-223.

(b) Any minor who is emancipated may consent to any medical treatment, dental and health
services for himself ot for his child. '

HISTORY: 1971763571977, €.582,5, 27 1983,¢- 302, 5 2, 1985, ¢ 589, 8- 311985 (Reg:
Sess., 1986), ¢. 863,s. 4:2009-570, s. 10. . -

§273/1528
Rainsy-Cesdufl v. Carolinas Med. Ctr.
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Attachment F

Child Abuse and Neglect Algorithm

] L4
Medical team identifies chitd in whom abuse or neglect is suspscied
R . ¢ e
Consuft GHS Clinical Care Managsment Soclal Warker to asslst with assessment process
o ] , ¢
Is the suspidon of abuse or
neglect confirmed
o
Yes e - J SRR 35 - No
R o S
\ Report case to: ' Continug with Medioa!
‘ ) - County DSS in which child Management Plan
resides : ] Provide safaty education
- Law Enforcement Agency as indicatad
where the incldent occurred,
ifindlcated
v
Somplete-SCAN-Form
including diagrems
¥
investigating egencies to
provids evidsntiary
photography and maintain
chainof custody .

Refer to Administrative Palicy
# PR120.08 “Consent for
Treatment” if parent
guardian, custodian, or
caretaker refuses to authorize
necessary medical treatment
for clhild .

¥
For patlants with evidence of
goute multl-system Injury

consuft CMC Trauma Service
at 1-800-421-9195, If patientis
at CMC conlacl Trauma Chief
at pager 1888 or the Trauma
Attending at pager 1 8992
7&% é'g; E?f_" gglfz:;_ Refer to Child Maitreatment Whan medically cleared, do
5437 for assistance with Clinical Practice Guidefines " not discharge child until
redlcal managementFor ¥ { policy PR110 03) for —- dispasition has been
patients at LCHg contact the assistance with madical detarmined by medical social
Hospitalis! at pager 7416 management worker and DSS
. 5273/1528
PR 11003, revised 0/11 Raley-Cardor . bavdas e, Gy, Pege 23 0723
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Kayla Lythgoe
Michae[ ‘,C_ard,uff
Case Review

Child: Owen CtlN DO
 Giandmother! Charlotte Williams
Step Grandfather: Larry Williams.
12/6/69 Intake: 17:01 p.m. (On Call)
Maltreatment:: . )
R/S 2-month old baby has subdural hematoma (sizé 3. mm.and 2mm);
Theke is a Fatx Sibdural Hematoma which raises the possibility of
Non accidental trauma; parents behavior has been appropriate- thh
Child.
Client Characteristics
Owen was initially-admitted to PMC on 12/4/09 and was transferred
To CMC — Levine Children Hospital; CT scan show-2 Subdural
Hematomas (sizes 3 mm and 2mm) there is a fatx subdural hematoma
. Caretaker Characteristics .
“ Parents observed to.be sppropriate/conicerned, parents took baby for
Medical treatment on 11/28/09, 12/2/09 and 12/4/09, no mentsl,
Physical, spouse abuse known, no known prior CPS, parénts reside
With.maternal graxidmother
Social/Economic Factors .
Both parents are émployed and llve together, no known marital,
Financial problemsnoted
Reporter:
Carol Smith — Levine Children’s Hospital
12/6/09 Face-to-Face- 7:45 p:m. at Levine Chiildren’s. Hospital

On CallWorker: Chandra Tyler/Supervisor: Lola Sutherland
Present: Kayla;-Michacl, Jennifer Carduff, PGM and'Brian Carduff
Paternal uncle; CMC Sitter A

Interview: Kayla Lythgoe

11/28/09: noted change in behavior; sleep a lot/scream when awake
Nonstop, took him to Riverview 24 hour clinic; doctor said nothing
Wrong with him; behavior continued

12/1/09 went a[ldhy without urinating; (Michael

appt scheduled for 12/2/09 '

Sunshine Pediatrics, Dr. Paxor; diagnosis throst infection and minor
Cold; nio meds prescribed

* 12/4/09: Kayla stated pulling in driveway and Michael came gut of

House said Owen just went. limp but still breathmg, rushed to PMC
12/5/09; Xayla stated transferred to CMC -~ Levine

Charlotte Williams, her mother watch Owen; sleep in back-n-play
In ‘their room; state xio when asked if Owen had hit his head/fell;

DSE-PMW 0163

DEF PROD 00163
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12/6/69

12/6/10

12/7/09

" 1277109

12/7/09

Notice in' November he had a small flat brawnish bruise on left side
Of head, asked Michaclif he knew where it came from, stated no
Stated Owen’s head turns and jerks around during tummy.time on
The floor;

Interview: Michael Carduff

Stated Owen’s behavior has been different since 11/28/09; he was
Watching Owen on 12/4/09 by himscif; he was siceping a lot, then
Stretched out, turning red and wont limp; no knowledge of any injury

Interview: Jennifer Lythgoe :

State she and her hushand has watched Owen briefly when parents
Ran git evranid; Brian has never watchied Owen; but has been fn the
‘Home with both parent and watch Owen when they did things
Around the house;

Interyiew: CMC Nurse

‘Worked asked if she relieved the Sitter; nurse thought the veason
Waorker called was to Felieve Sitter; because DSS make the decision
Of whethor to relieve the Sitter. Worker explained called because of
Concern the reports showed a fatx sabdural hematoma and ralses
The possibility: of non: accidental trauma. Nurse stated SW'was

Not suppose to be calling for that reason;

Safety Plan: Follow medical advice of hospital and doctor
Recommendations, not to remove child from hospital antil
Moedical discharge:

Signed by Kayla and Michael and DSS worker Chandra Tyler

Acknowledgement: Signed by Kayla and Michael
Dirvondra Hill signaturc and dated 12/769

Face to l"ace with cllild/client attempted Dirvondra Hill

‘ L M 2 men outside-talking; informed family
nobile home; no sound fromvinside; called
Phone number e R ; voice mail of Charlotte Williams
Léft message to call Case Manager

S.ta’lﬁng'withSu_pérvisor . Krista Hinnant
Sce DSS 3062 Caso staffed with Legal

Staffing with Supervisor : Krista Hinnant

Currt;n( Situation: Owen has two subdural hematomas; one would
Indicate nan accident trauma; SW has concerns because CT sean
Shows non-accidental trauma; no docter is saying injuries are non

DEEPMW B4
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Krista

Krista

12/08/09

Accidental Hospital has Sitter; parcents contact supervised; Nurse
Said it is non-accidental; grandmothier saw a bump on baby’s head

A few davs ago; baby with dad and uncle; Owen is ready. for
Discharge;: Recommendations: Get medical records; Review records;
Refer to Law Enforcement; Law Enforcement. incident Public Index;
Follow up talk with doctor; meet with grandmother (assess); go to
Home and assess home; talk to Grandmeother separately; any
Concerns talk to Laura McDowell, does doctor think trauma is
Non-accidental (Get Release of Info signed.

Collateral Contact: Laiara MeDowell, SW at Levine
Krista informed Laura that DSS would need to speak with doctor

. Or hospital SW could speak with.doctor to determine if Owen’s

Hematoinas were accidental or nor. Laura will follow up with
Doctor -

11:50 aum. Received a phone call from Laura Newmark, she talked
With Pediatric staff at this time the hospital cannot determine
Whether the injuries are accidental or non accidental, Owen's eye
Exam mid Skeletal Survey were negative; going to repeat CT scan
Today because Owen’s head appear to be swollen, family has no-
Clear history of trauma; however hospital cannot rule out trauma

‘Parents are young and hospital mostly has.concers for lack of

Supervision, unknown if Owen discharged today or tomorrow and
That will be determined by results of Owen’s CT scan; st this point
There are no obvious finding of abuse/neglect; family will need to

Follow up with skeletalin 2 weeks; parents will be able to dothat

Back homée and will not need to.come back to Charlotte; doctor
Assigned is Dr, Cheryl Courtlandt; Dr Courtlandt stated she canuot
Determine if the injuries are an accident or not at this point;

Krista advised Laura that she Would staff the case with legal

Department and get back with her asap with a discharge plan for

The baby.

3:30 p.m.Krista talked with Laura Newmark, SW at Levine, advised
Laura the case had been staffed with legal and Owen should be
discharged to parents and DSS will follow up with a home assessment,
Laura stated Owen’s second CT scan was stable; Laura will notify
Krista when Owen is discharged

3:34 p.n. Krista received message from Laura McDowell that Owen

‘Will be discharged today is going home with the parents
Face to Face with child/client attempted Dirvondra

‘No-vehicle in-yard, no answer at the homie, called family from car
‘Number lsted on intake; left message to contact case manager

DSS-PMW 0165
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Laura Newmark, MSW Ralney vs. Chaslotte-Mecklenburg Hospital Authority, ef al. 9/27/2012 Page 4
Page 13 Page 15
1 whom abuse or neglect is suspected; right? 1 Q For -- for the child in Dacember of 2009,
2 ¥8. BROOKS HOLMES: Objection. 2 A I don't know, off the top of my head. I
3 THE WITNESS: VYes. ) 3 would either have to go through the chart or --
4 BY MR. HOOD: 4 Q I'1]1 represent to you, nnd I'11 show it to
5 Q Then it says, "Consult CHB clinical care 5 you, that -- that & lady by the name of Eyexs, who
6 """A g mocial K toA;auué with asoesement ¢ wap the child maltreatment coordinator for this
7 process.” Do you see that? 7 hospu;al wag involved in the oare of this case.
8 A Yeg. ' 8 A ghe fs the nuree, yesN
9 Q And you were part of that CHS clinlcal 9 Q And you're not going to have somebody
10 care of management sooial worker team, weren't you? 10 involved in that if you didn’t suspect child
11 A Yes. 11 maltreatment; right?
12 - Q And then it says, °Xs the suspicion of 12 A If there is a workup because they're
13 abuse or neglect confirmed?® Do you see that? 13 concerned about abuse, she would be involved.
14 A Yes. 14 Q Let me show you somothing from Dés:
15 Q And then there's a -- there's a fork in 15 {Discussion off the record)
16 the zoad, under °po" it saye what to do and under 16 {case review marked as Pl£'s Exh 3 for
17 P"yes® it give soms other things) right? 17 identification.) .
18 A Yesn. 18 BY. MR. HOOD: -
19 Q . And under "yes,® could you read what it 19 Q 1'11 represent to you that this is what was
20 says under "Report cage to"? 20 given to us by' pSS. These were documents produced
21 A uReport case to county DSS in which child 21 to us by D88 okay?
22 resides, law enforcement agency- where the incident a2 A Mm-hmm.
23 oceurred if fmplicated." 23 MR. HOOD: And then let's mark as 4
24 Q Okay. BAnd D8S was notified, weren't they? {24 something else from DSS.
25 A Yes, 25 {Case Tranaefer and/or Case staffing marked
bage 14 Page. 16
1 Q And go suspicion of abuse or neglect was 1 as Plf's Rxh 4 for identification.)
2 caonfirmed; xight? 2 MR. HOOD: Look at the second page of
3 A I wouldn't disagree with ci\at. I know the 3 this. '
4 algorithm says something, but -- the suapicion was 4 MR. TODD: Which one?
5 not confirmed, there had not bsen a full workup yet. 5 MR. HOOD: Exhil;it 4.
6 Q Okay. Why did you report it to D8SY 6 BY MR. HOOD:
7 A Any concerning injury that validates a 7 Q Thia is pomething that was provided to us by
g workup gets reported to DSs. g D8S8. It says, "Owen has two subdural hematomas, one
9 Q ¥here is that in the algorithm? 9 would indicate non-accidantal trauma, parenta
10 ) A I Qon't know. I did not write this 10 appropriate.® Do you see that?
11 algorithm. 11 A Yes.
12 ] Okay. This iB written for the safaty of 12 Q And then that, the one belew it gives some
13 children; right? 13 history. It saye, "Parents took baby to PNC. PNC
14 A That would be my assumption. 14 sent child to Levine's. 8he has concerns becausa CT
15 Q And it was written by Levine Children's 15 scans phows non-accidental trauma, no* -- and X
16 .xoapitgl oxr somebody there; right? 16 think that's "no preblem in saying it is
17 A I don't know who wrote it. 17 non-acdidental.” I don't know what ~-
18 Q Let's go ovexr the other stuff that dosan‘t |18 A I.think that says "no doctor.”
19 -- doesn’t really come within the algorithm that wae |19 Q wNo doctor ig saying it's non-accidental.®
20 done in this case. 20 Now, I know you're not a medical
21 wWas théerse a complete scan form 21 person, This is a social worker from DSS.
22 inocluding diagrame done? 22 A gure,
23 A I don't know. 23 Q As a mocial worker from D38, is there a
24 Q okay. Are any of thess things done? 24 standard when you have two subdural hematcmas that
25 A puring the admission? 25 it is consistent with non-adcidental trauma?
803.749.8100 Southern Reporting, Inc.
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Laura Newmark, MSW Rainey vs. Charlotte-Mecklsnburg Hospital Authority, et al. 9/27/2012 Page 3
Page 9 Page ‘11
1 8sure. 1 and D8S.
2 Q Okay. .And after being admitted to -- I'm 2 Q Okay. As a liaison, you are the peraon
3 going to call it L -- ICH, 3 that helpa get whatever the medical discharge im
4 A That's fine, yes. 4 going to be; right?
5 Q Levine Children's Hospital. If I use the 5 MR, TODD: Objection,
6 term SLCH® or "Levine Children's Hogpital® or 6 THE WITNESS: No.
. 7 "hevine,” I'm talking all about the same entity. 7 BY MR. HOOD: .
8 A Right. 8 Q. Okay. Ae the lialson, you work as a
9 Q Okay. 8o after being admitted to LCH, the g pergon bstween the state agency and the medical .
10 child was eventually discharged back to hip parents; |10 ﬂoctora'i
11 right? 11 A Yes.
12 A Yes. 12 Q And thén you help those two people come
13 Q@  And you're aware .that approximately 30 13 together to deternine what's in the best interest of
14 days after that, the child came ‘back to Levine 14 the child?
15 Children's Hospital and was catastrophically brain V15‘ MR. TODD: Objection.
16 injured? i€ THE WITNESS: Mo, I share infoimation on
17 A Yes. 17 the clinical status and what's going on with
18 Q And if he had never been put back with his |18 the patient with DSS, who has the ultimate
19 parents, back to the abuser, the child -- it would 19 ’ discharge plan put in place.
20 have never happened, would it? 20 BY MR. HOOD:
21 ¥S. BROOKS HOLMES: Objection, 21 Q Okay. But I thought that you, accoxding
22 MR, PRAWLEY: Object to form, 22 to your own algorithm, that you-all had to do: it
23 ' THR WITNESS: I can't answer that. 23 togethex?
24 BY MR. HOOD: 24 A I give them information. 1 don't control |
25 Q Why can't you answer 1t? 26 the final decision.
Page 10 Page 12
1 A Because I don't know what would have 1 Q Who controls tha £inal declasion?
2 happened, 2 Dss.
3 Q Okay. Let's -- let's -- let's break it 3 Q Okay. Lst me look at your algorithm.
4 down a little bit for you. 4 {Child nbuge and Neglect Algorithm marked
5 He doesn't -go back to-his parents on 3 as PLf's Exh 2 for identification.)
& December the 8th, he goas into foster care; right? 5‘ THE WITNESS: Could I get to look at it?
7 MR. TODD: Objection. 7 BY MR. HOOD:
g BY MR. HOOD: 8 Q You're now looking at Plaintiff's Exhibit
9 Q Or with another relative? 9.1, which ars soms -- looks like typewrittem or some
10 MR: TODD: Objection. 10 electronis-type of documentation about this baby and
1 MR. PRAWLEY: Bame objection. 11 them -- that's Bxhib{t 1, and then Bxhibit 3 is.a
12 ) MS. BROOKS HOLMERS: BSame objactign. 12 Child Abudse and Neglact Algorithm from Lovine
13 BY MR. HOOD: 13 Childzen's Hospital) right?
14 Q You can answer. 14 A Are you asking me? Yes.
15 a 1 don't have any say as to where he goes 15 Q Yom.
16 upon discharge, as a hospital employee. 16 a Yes.
17 Q ¥You work hand-in-hand with a state ageney, |17 Q Okay. Now, I'm going to go through 2, and then
18 you-all were retained to determine what hap'pone with {18 we'll go to 1i; okay?
19 a child where there is suspected child abuse 19 ) okay.
20 involved, 20 Q Number 2, it says, °Medical team
21 A I-- 21 identifice child in whom asbuse or neglect i
22 MR, TODD: Objection. 22 suapected.*
23 BY MR. HOOD: ' 23 ’ Do you ace that?
24 Q You can ansvier. 24 A Yes.
5 A I am a liaison batween the medical team 25 Q hand in thia case they 1dentified & child
§03.749.8100 Southern Reporting, Inc. h ‘.southernreporting.net
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Carolinas_ ratient Care ’)Jb(‘haroc ?1avmz'm Procensor
Sun Dec 066, 2009 (%:41 pm

Account No Name Unit Number Birthdate:
19339-00393 S . OWEI\ 000345-02-79 i
{ L)Pare 12/06/09
t 2)Init 1 KAH

- { 31Planning code : CPST-CPSL-CHILD PROT SVC INITIAL REFZIR
{ 4)rRefersced From T LOH

.1

67 wzum&ammmz;agg &.QSMWLAH 0 234
J1 *?/06/2009 MW note continued...after she staffs the case ¢ her supervisor
02 Baby is not for d/c¢ today, poss:bly will be’ d/ced tomorrow. Baby does have
03]|s8C Medicaid, WIC,. mom has foodstamps. Both paxeﬂ“s work, MGM watches ‘baby
04 {when parents are work;ng Pt's bedside RN Sara Jdid report thax MGM aid
05{tell her privately that when she had pitked baby: up from dad ‘and uncle
06| that she neticed baby had a Yump on his hédd, the asked dad and uncle
07 abeist this and dad and uncle stated that {hey had & idea why this

08 Msw wxll leave note for weekcay‘MSW

09¢ .

10fkacie Hﬂrn sory, MS

11

12 H

Ediz Notes {Y/N)?--

CMC (12.05.09) 0096
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DOCUMENT NAME: - Suspected Child Abuse/Neglect Form-Text

- SERVICE DATE/TIME: 12/8/2009 10:02 EST -
RESULT STATUS: Auth (Verified) -
PERFORM INFORMATION: . MYERS ,LYNNE RN (12/8/2009 10:32 EST)
SIGN INFORMATION: MYERS ,LYNNE RN (12/8/2009 10:32 EST)

SCANA(Suspected Child Abuse/Neglect) Entered On: 12/8/2009 10:33 EST
Performed On: 12/8/2009 10:02 EST by MYERS , LYNNE RN

SCAN Documentation

SCAN Related Visits: Child Maltreatment Coordinator

Document Reportable Interaction: Yes

Reportable Interaction Detail: Awaiting safety plan from DSS. )
MYERS , LYNNE RN - 12/8/2009 10:32 EST

DOCUMENT NAME: Suspected Child Abuse/Neglect Form-Text
SERVICE DATE/TIME: ' 12/7/2009 10:00 EST

RESULT STATUS: Auth (Verified)

PERFORM INFORMATION: MYERS ,LYNNE RN (12/7/2009 10:00 EST)
SIGN INFORMATION: MYERS ,LYNNE RN (12/7/2009 10:00 EST)

SCAN (Suspected Child Abuse/Neglect) Entered On: 12/7/2009 10:01 EST
Performed On: 12/7/2009 10:00 EST by MYERS , LYNNE RN

SCAN Documentation

SCAN Related Visits: Child Maltreatment Coordinator

Document Reportable Interaction: Yes

Reportable Interaction Detail: Pt sleeping w/ mom in chair. Mom states staff discussed safe sleeping & she understands

the danger of her behavior.
MYERS , LYNNE RN - 12/7/2009 10:00 EST

DOCUMENT NAME: Pediatric Frequent Checks Form - Text
SERVICE DATE/TIME: 12/8/2009 12:20 EST

RESULT STATUS: Auth (Verified) S~

PERFORM INFORMATION: MILLER ,SARAH E RN (12/8/2009 14:39 EST)
SIGN INFORMATION: MILLER ,SARAH E RN (12/8/2009 14:39 EST)

Pediatric Hourly Checks Entered On: 12/8/2009 14:42 EST
Performed On: 12/8/2009 12:20 EST by MILLER , SARAH E RN-

Houﬂy Checks ‘
Pediatric Hourly Checks: Reassess, no change from previous assessment, Family at bedside, Other: Patient continues to
be held per mom in NAD. Discharge instructions gone over and given to parents with questions asked/answered and

understanding verbalized. No further needs stated @ this time.
‘ MILLER , SARAH E RN - 12/8/2009 14:39 EST

Admit Date: 12/5/2009 04:45 EST Pt Name: Clmes oweN I

Disch Date: 12/8/2009 12:43 EST MRN: 0005450219 Acct#: 0933900393

Admitting: CHIPS ,TEAM A : DOB: IR Age: 2months  Sex: Male
Attending: CHIPS ,TEAM A Location: 8PC

Printed: 1/16/2012 08:29 EST PrintID: 25099086 1 of 163

Rainey-Carduff v. Carolinas Medical Center
' 000155
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Page 133

Page 135

593

1 A No 1 Q Sure. With regard to the December 4th first injury
2 Q You're going to get somebody who's quallfied todo | 2 up to.the January 11 second injury, when these two
3 that, correct? And I'm not going into what your 3 injuries were bracketed, have you spoken with

4 attorneys told you. But are you going to get 4 anybody from DSS other than Shaundra Tyler and

5 someone with a lite more spurs medically than you | 5 Divandra HilI?

6 to interpret those records? 6 A No. )

7 A Iwoulddothatif---yes. 7 Q Now, X understand you had soma other connection
8 Q Thatwould be a reasonable thing to do, correct? 8 with DSS thereafter, one - - -

9 A Yes ' g A Aferthat. .

10 Q And at that point, you would defer to thatexpert's |10 Q ---was the rocking chalr thing - - -

1 oplinton as to what Levine's was saying, correct? 11 A Right.

12 A VYes. . 12 Q ~~~and mayhe the custody issue later on.

13 Q Dr. Balley told you that there were onlytwoways |13 A Right. ‘ ’

14 you could have a situation like this. One was 14 Q Buthave you spoken with anyhody from DSS with

15 trauma at birth and the other was the shaken baby. | 15 regard to what they should or should not have done

16 And he's actually giving you a gésture --- 16 In the time p/eriod between December 6th when they

17 A Yes. : - 17 wera called In and the January 11, 2010, second

18 Q ---forshaken haby. Did he define for you what 18 Infury?

19 traums at birth he was talking about? ' 19 A No,sir.

20 A Hedid not. - 20 Q Do you know if Mr, Willlains has?

21 Q Didhe tell you that with a chlld, a newborn's, the 21 A ldon't believe he has,

22 malleableness of the head and the fact that 2 Q And I'll be asking Mr. Willlams that same question.

23 sometimes they coms out with cone heads for the px] But you all are husband and wife In a sltuation

24 . first few hours, that a normal vaginal delivery 24 involving your grandson - - -

25 could have a traumatic impact on a child’s head, 25. A Right.

) . Page 134 Page 136
1 that that could take a couple of months to resolve? 1 Q ---andwould it be expacted from you that had he
2 A Hedld not tell me that. 2 spoken with somabody from DSS he would have told
3 Q Okay. I mean, I'm not sure that's the case butls 3 you that he'd done that?

4 that‘a possibliity based on what he told you? 4 A Yes,

5 A Based on what he told me, 1 was readlng Into what 5 Q And he's not told you that he's done that? '

6 he was Implying. 6 A Comect. ,

7 Q And based on what he told you and the fact that 7 Q Mr. Todd asked you a question. I think he led with
8 . you've gota child who Is about three months old 8 do you have videos of Owen, I guass, from his birth
9 then and is three months removed from that normal 9 up through the first injury. And my recollection,

10 vaginal delivery, you were pretty much discounting 10 and I don't mean to mischaracterize, ls that you

11 the possibility of trauma at blrth and you were 11 tooked a little confused and then ha threw In

12 considering more a shaken baby syndrome Issuve at 12 plctures and you sald oh, yes, we have that. Now,

13 that point, correct? 13 there could be two things there. It could ba

14 A Because of what Dr. Balley told us, yes. 14 vidaos and there could be plctures or there could

15 Q He didn't tefl you trauma at birth was being 15 be both. Do you hava videos of Owen from his birth

16 excluded dfd he? 16 up through that second Injury?

17 A Hedid not, 17 A Yes.

18 Q Have you spoken with anyone from SCDSSabout this |18 Q And are these videos that you would have taken or

19 case othar than Shaundra Tyter, that first night, 19 thase the videos that Kayla had made mention of

20 and Ms. Hill? 20 whan we toolk her deposition? She Indicated there

21 A We have spoken to several more people because of 21 may be some videos. Are the videos you're speaking

22 the prior when we went to civil court for Kayia. 22 of your own vldeos or are those the ones that she

23 Q For Kayla. Tell me about that, 23 would maybe talking about?

24 A Well, maybe I have my dates mixed up. Can you 24 A They were Kayla and Michael's videos.

25 repeat the question? 25 Q Solf we were to send a request to produce those

Deposition of Charlotte Wililams

I

34 (Pages 133 to 136)
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! Deposition of Rev. Larry Williams ' Deposition of Rev. Larry Williams .
Page 37| . Page 39
1t was? . 1 ophthalmologlst because ha's looklng In the ayes? l )
. 2 A Owenwason (he - { think the Intenslve care unit 2 A Coirect.
3 al Levine. He was In a room. 3 Q Didyou have any discussions with that doctor?
-4 Q Wastherea sitter In the room? a A |tseems ke the doctor was telling us that, at
© 5 A |don'trecall. Eveiythirig was Just happening so s “lhat time, that they had seen some blood behinid the
- 6 ' fast, and | dott recall whether there wésoneor | 6 . oyes. '
o1 not, - ¢ o 7 @ Andthis was at Levine's?
8 " Q How Iong did you stay when you wonttolLevingls 8 A Right.
.9 your flrst visit? 9 @ Do youremember any discusslons about any concariis
10 A Piobably stayed through the night. 10 about some kind of abuss to Owen? ~
111 Q Did you ledrn what Owen's condition was? 11 A Well, Dr. Balley came In, | don't rememberwhat Dr. |}
12 . A" Notatthat point, not on that firsts - - no, not 12 - Balléy's first name was, but Dr, Balley was In the q
13 onthdtfitsstday. 13 ---came In'ltie foom and we questionad hiri what
14 Q Alright. - ot 14 had taken place with Owen. And he safd that It
‘15 A No. : 15 - could be ond of tha lwa things. He said it dould
‘16 Q@ The first day, was ita Saturday? 16 have happenad at birth but pretty much ruled that
17 A Ithinkitwas, =~ - 17 out. And then he threw his hands up like - - -
18 Q And|guéss you were golng to have to preach thers - ke & shaklng mohon and sald shaklng ] remamber
|18 next mornifig? . 19 that very well.
20 A On Sunday. yés. o 20 Q And whatday was that?’
21 -Q Accordlng to the record Owen was admittec to | 22 A Thatwas probably - - - that may have besn
‘22 - Levine's at 4;45 in the morning oh December the | 22 Saturday. !t may have been later Saturday. :
‘23 sth. I'got a calendar here and see [f[can--- | 23 Q Do you know what kind of doctoi Dr Balley was, his
.24 think the 5th was Saturday. 24 speclaity?
25 A Saturday, yeah, - - ‘ 25 A A nsuroligist.
. . Dallas Reporting, Inc. : B803-328-9640 Dallap Reportlng, Ingc. 803-328-9640 R )
Depogition of Rev. Larry Williams Deposition of Rev. Larry Williame
Page 38| Page 40
:,1 @ 8o you got to Levine some time on Saturday, - - - 1 Q@ When Dr. Balley sald that did that cause any
. 2 A Probably. : o2 concern to you that someone had abusad Owen?
©3 Q@ eseyou think late Baturday afternoon? 3 A -Waell, | didn't kndw at the time whether - - - i
i 4 A LateSaturday. : 4 whether someone had abused him or what because he
© 5 Q ‘When you got there do you remember what the 5 never determined - - - he never gave us
. 6 - concefns were about Owen? 6 spedifically what had happened to Owen. He never
.7 A Yeah, wo had concerns. We were just rying o 7 sald anything - - - he never gave Us any spedifics
<8 figure out what had happefiad to Owen. We didn't 8 on what happened to Owen at that time.
.9 know really exactly what was going on at that tims. 9 @ 8o you think that Dr, Balley, who's name you
10 @ Atthat time had he bsen diagnosed with having the | 10 remember, came In=--+ i
‘11 - smali subdural hematomas? 11 A Right.
12 A Yes. Well, | rememberthe - - - | remember a 13 @ ---whlle you were there - - « |
‘13 physiclan belng in there that had some type of 13 A Right -
‘14 light'or somathing that was trying to fook behind 14 @ ---andyou think It was that Saturday? ;
‘15 -hig eyes at that time. | do remember that. 15 A Yes.
16 @ Do you know what kind of doctor that was? Was hep 16 @ And he said something about there being blood 3
17 neurosurgeon, or neurologlst, or ophthaimologist, 17 behind his eyes? y
‘18 or do you know? 18 A Hedidn'tsay that,
13 A Probably an ophthalmologlet | would think is 19 -Q Oh,okay.
20" checking behind the eyes. 20 A The other doctor sald that.
21 Q Are you guessing bacause he was looking In the 23 Q Did you observe Dr. Balley doing In exam of Owen.
22 eyas? Do you remember him saylng I'm Doctorso- | 22 A At that ime, yes, he was - - - | don't recall
.23 and-s0, I'm an ophthalmologist? 23 exaclly what hé did but he had - - - I'd agsume he :
‘24 A No, I'don'i remsmber. 24 was doirig an exam on him, I'm not sure. )
.35 Q .So you'rs Just making an assumption that he's an 25 Q And after he did the exam, he had a discussion with ||
Dallag Reporting, Inc. 803-328-9640 Dallas Reporting, Inc. 803-328-9640
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Cheryl Courtlandt, M.D, Rainey vs. Charlotte-Mecklenburg Hospital Authority, et al. 9/27/2012 Page 11
’ bPage 41 Page 43
1 Q When you have a child who has these 1 to be discharged baock into the home?
2 subdural hematomas and has gome of the xigk -- the 2 A° That's not my determination.
3 parents have some of the risk factors, how do you 3 Q Okay. Let's look at -- I'm going to ask you
4 err on the side of the caution if it's either 4 to look at -- yeah, I think it's in this stuff right here.
5 accidental versus non-accidental? 5 A Okay.
6 MR. TODD: Objection. 6 Q@ I think it's -- I think it's Exhibit 9 and
ki THE WITNESS: By taking the steps that we | 7 Exhibit 8 and Exhibit 7.
8 did; by asking for a child maltreatwment 8 Bxhibit 8, Bxhibit 5 and Exhibit 7\.
9 evaluation; for getting the chijld a 9 Exhibit 7 ia eimply an administrative
10 maltreatment phyeician involved; from getting 10 order for Retention of Custody for Juvenile o,
11 Department of Soclal Services and law 11 Suspected of Being Abused Pursuant to North Carolina
12 enforcement involved. That's how you err on 12 GQeneral Btatutes; right, right?
13 the side of caution. 13 A Yes. I don't know what this form means,
14 BY MR, HOOD: 14 but yes, I guess that's the heading of this form.
15 Q Okay. And so you would have gotten the 15 ’ Q Okay. Thaese are attachmants to a Child
16 pediatric ophthalmology consult? 16 Abuse and Evaluation Policy at Carclinas Healthoare
17 A Yes. 17 Bystem.
i8 Q And that came back negative? 18 And Nurmbar 8 is the Certification of
19 A Negative, 19 Neoeppity for Retention of Custody.
20 Q Although you don't know how it was done? 20 Do you see that form?
21 A No. 21 A Yes. '
22 Q Would you have gotten a pediatric 22 Q Okay, And then the next form is Examining
23 neurosurgery consult -- . 23 Physician's Certification.
24 A Yes. 24 A Yes. -
25 Q -~ with Dr. McClanahan? 25 Q And under that it says, "The undersigned
Page 42 Page 44
1 A Yes. . 1 examining physician hereby certifies thexe is good
2 Q And he would have -- it appears that 2 cause to puspect that the jiwenile wae abused and .
3 somebody with him would have ordered the CTs and 3 should remain in blank, name of facility, fox
4 they would have been looking at the CTs and they 4 medical treatment or it is wnsgafe for the juvenile
5 would be medically treating the effects of the 5 to return to his paremnt, guardian, custodian or '
¢ subdural hematoma? ¢ caretaker."?
7 A Or evaluating if they need treatment. 7 Do you see that?
8 Q Right, evaluating. 8 A Yes.
9 But the bottom line is that the CHIPS 9 Q 8o do -- does the physician at Levine
10 teams, of which you were the attending physician, 10 Children's Hospital have the ability to state that
11 would have been the responsible party for 11 it’e unsafe for a juvenile to return to his parent,
12 determining if the child was appropriate ‘for 12 guardian, custodian or caretaker? p
13 discharge or not? 13 A If the circumstances of a specific case do
14 A" 1 would be the appropriate person to 14 come that you can say witholut a doubt that child
15 determine if the child was medically cleared for 15 abuse has occurred, you could, then, I guess, feel
16 discharge. 16 comfortable signing this form.
17 Q Okay. Now, there are two components of 17 Q Okay. I'm going to use the conversae;
18 medical discharged, aren't there? I mean -- and 18 okay? If you can say without a doubt that it did
19 when I had say that, what I'm asking is, you have to |19 not occur, you could safely discharga him home)
20 be medically stable; xight? 20 right? ’
21 You agree with that? 21 A Again with the negatives, what?
22 A Yes. 22 Q Okay. If you can safely -- if you can
23 Q And then in regard to child -- either 23 say -- 4
24 sBuspected or potential child abuse or trauma, you 24 A Yes.
25 also have to detexmine that it is sgafe for the child |25 Q. -- that unequivocally there was no child
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Cheryl Courtlandt, M.D. Rainey vs. Charlotte-Mecklenburg Hospltal Authority, et al. 9/27/2012
Page 45 Page 47
1 abume, it ip safe to discharge him? 1 A You may or may not.
2 A Yeah, I guess, yes. 2 Q Cckay. And so in this particular case,
3 Q It's the converse cof what you said? 3 bscause of the ebusive head trauma -- excuse me.
4 A Yes, yes. 'S In this caae,' becauge of the pubdural
5 Q You Baid "equivocally." If you said there 5 hemat:ounae, the skeletal survey may or may not help?
6 wag a child abuse, you could say it may not be asafe 6 A May or -- it may or may not help,
7 to send him home? 7 depending. You lﬁay also repeat it in two weeks to '
8 A Yea. g8 see if there were any injuries that were young and
9 Q But if you take the exact conversge, 1f you g were fresh if you didn't see them on the first
10 can sajr unequivocally there was no child abuse, you 10 skeletal survey.
11 can safely send him home; right? 11 Q And -- and in doing that I know there's a
12 A Yes. 12 huge, huge controversy over shaken-baby syndrome
13 Q Now, but Owen Carduff fell in betwesn 13 that is now oalledrahusive head trauma.
14 those two things? 14 a Yes.
15 A Yes. There was some elements of the 15 Q And I know that -- there is a classic
16 workup that stated that there was concern for 16 triad, I know thara"s a -- & -- you know, there are
17 non-accidental trauma, but other elements of the 17 mimics that are written about in the literature. I
18 workup of the evaluation which did not meet the 18 know that they don't even use that nomenclature
19 criteria because they were negative and therefore, 19 enymore -- ’
20 it could not be determined whether or whether not he |20 Sure.
21 had been the victim of child abuse. . 21 Q -- in the medical f£ield?
22 Q Okay. and I think one of the things you 22 a Right.
23 said was the skelaton survey? 23 Q It's now AHT --
24 A 8keletal survey. 24 A Right.
25 Q "gkeletal survey." 25 Q -~ as opposed to BBE?
Page 46 Page 48
1 Right, 1 A Right.
2 Q And the skeletal survey would have been 2 Q And when you have a situation and you've
3 where they do radiograph of both axms, both legs, 3 ruled everything out except for either accidental or
4 and your core. 4 non-accidontal trauma, how do you ensure a baby isg
5 A Yes. 5 eafa if you don’'t know that it's not non-acoidental
6 Q And your head? 6 trauma?
7 A Yes, *and your head.* 7 A You put in place a safety plan and you
8 Q And they detexrmine whether there's heen g report them to the Department of Social Services and
9 any previous fractures or evidence of any kind of § you get law ‘enforcement to involve -- to investigate
10 breaks or something that would indicate any kind of |10 if they can further get information to pee if there
11 trauma; right?- 11 is anything that corruvborates for there to be
12 A Yes. 12 accidental or non-accidental trauma.
13 Q Now, when you have abusive head trauma, 13 Q Okay. And so when you get it to a point
14 would you agree with me that many times you do not |14 whexe you've xuled in or out everything except for
15 see any other signs of symptomology on a skeletal 15 accldental versus non-accidental trauma, then you
16 exam? 16 work with D88 and law enforocement to detaermine
17 MR. TODD: Objection, 17 whether it's one of the two; right?
18 THR WITNE’SS: It depende on the specifices |18 A Or a combination of both oxr -- what -- or
19 of the case. 19 whatever,
20 BY MR. HOOD: 20 Q Or a combination of the both --
21 Q It Qepends on the actual case itself? 21 A Yeah, whatever.
22 A Yes. 22 Q -- because you can have accidental  trauma
23 Q And when you have someone who has an 23 and non-accidental trauma? ‘
24 isolated incident of abusive head trauma, you may 24 A Yes, yes.
25 not see anything on a skeletal survey; right? 25 Q Okay. And -- and so in that case, you would be
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IN THE COURT OF COMMON PLEAS

" "STATE OF SOUTH CAROLINA )
‘ ) SIXTEENTH JUDICIAL CIRCUIT
COUNTY OF YORK )
)} CASENO.: 2011 -CP-46-4508
‘ )
Elizabeth Hope Rainey, as the Appointed ) MOTION AND ORDER INFORMATION
Guardian Ad Litem to Owen CEEi#8 2 minor
Plaintiff, ) FORM AND COVERSHEET
VS, ' ) | g
_ ) =1
Charlotte-Mecklenburg Hospital Authority ) gﬁ 3“;" = r-?
d/b/a Carolinas Medical Center, South ”p*" % £
Carolina Department of Social Services, and o ‘:"r’ : e
Bruce Bryant, as the Constitutional Office of gg’h %’5
the Sheriff of York County, the York County Emf’“’ £
Sheriff's Department, and York County, '<E/>;:._:,‘ - =
Defendant. ) a & P
(=]
Plaintiff’s Attorney: Defendant’s Attorney:
S. Randall Hood, Bar No. 65360 See attached, Bar No.
Address: Address:
1539 Health Care Drive, Rock Hill, SC 29732 :
Phone; 803-327-7800Fax 803-328-5656 Phone: Fax
| E~-mail: rhood@mcgowanhood.comOther: E-mail: Other:

XIMOTION HEARING REQUESTED (attach written motion and complete SECTIONS I and IIT)
[JFORM MOTION, NO HEARING REQUESTED (complete SECTIONS II and XI)
[[JPROPOSED ORDER/CONSENT ORDER (complete SECTIONS II and 11T)

SECTION I: Hearing Information :
Nature of Motion: Plaintiff's Motion for Reconslderation and Memorandum of Law in Support of

Motion ,
Estimated Time Needed: Court Reporter Needed: [XIYES/[ | NO
. SECTION II: Motion/Order Type
XIWritten motion attached
[JForm Motion/Order

I hereby move for relief or - action by the court as set forth in the attached proposed order

/ A %/ 5/22/2013

Sigdature of Attorney for [X] Plaintiff7]_] Defendant Date submitted

) SECTION HI: Motion Fee
X PAID - AMOUNT: $ 25, ()

(check reason) [ ] Domestic Abuse or Abuse and Neglect

[ JIndigent Status [ ] State Agency v. Indigent Party

] Sexually Violent Predator Act [ ] Post-Conviction Relief

["] Motion for Stay in Bankruptc

(] Motion for Publication Motion for Execution (Rule 69, SCRCP)

[] Proposed order submitted at request of the court; or,
reduced to writing from motion made in open court per judge’s instructions
Name of Court Reporter: .

] EXEMPT: [ Rule to Show Cause in Child or Spousal Support , N

[] Other:
JUDGE’S SECTION
] Motion Fee to be paid upon filing of the attached | JUDGE CODE
order.
[] Other: : Date:
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Leigh Prn
Collgcted by:Hl

Date Filed:

CLERK’S VERIFICATION

&mﬂﬂ( N3
OTION FEE COLLECTED: § N5+00

[ ] CONTESTED - AMOUNT DUE: $

SCCA 233 (11/2003)
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